	Treatment in highest risk non-hospitalised patients with COVID 

	Treatments for non-hospitalised patients with COVID-19 – Nirmatrelvir plus ritonavir; Paxlovid 
	
[image: image1.emf]Paxlovid  non-hospitalised v1.3.pdf



	Treatments for non-hospitalised patients with COVID-19 (adults) – Remdesivir 
	
[image: image2.emf]Remdesivir  non-hospitalised v1.4.pdf



	Treatments for non-hospitalised patients with COIVD-19 (children under 18 years) – Remdesivir 
	
[image: image3.emf]Remdesivir  non-hospitalised UI18 v1.2.pdf



	Treatments for non-hospitalised patients with COVID-19 (adults) – Sotrovimab 
	
[image: image4.emf]Sotrovimab  non-hospitalised v2.3.pdf



	Treatments for non-hospitalised patients with COVID-19 (children 12 to 17 years) – Sotrovimab 
	
[image: image5.emf]Sotrovimab  non-hospitalised U18 v1.1.pdf



	Treatment of hospital onset COVID (hospitalised for other reasons than COVID, symptomatic, highest risk group or risk of destabilising a pre-existing condition)

	Treatments for hospital-onset COVID-19 – Nirmatrelvir plus ritonavir; Paxlovid 
	
[image: image6.emf]Paxlovid Hospital  Onset v1.3.pdf



	Treatments for hospital-onset COVID-19 (adults) – Remdesivir 
	
[image: image7.emf]Remdesivir Hospital  Onset v2.5.pdf



	Treatments for hospital-onset COIVD-19 (children under 18 years) – Remdesivir 
	
[image: image8.emf]Remdesivir Hospital  Onset U18 v1.2.pdf



	Treatments for hospital-onset COVID-19 (adults) – Sotrovimab 
	
[image: image9.emf]Sotrovimab  Hospital Onset v2.4.pdf



	Treatments for hospital-onset COVID-19 (children 12 to 17 years) – Sotrovimab 
	
[image: image10.emf]Sotrovimab  Hospital Onset U18 v1.1.pdf



	Remdesivir for patients hospitalised due to COVID 

	Remdesivir for patients hospitalised with COVID-19 (at least 4 weeks of age and weighing at least 3kg) 
	
[image: image11.emf]Remdesivir  Hospitalised v6.1.pdf



	Baricitinib for patients hospitalised due to COVID 


	Baricitinib for patients hospitalised due to COVID-19 (adults and children aged 2 years and over)
	
[image: image12.emf]Baricitinib  Hospitalised v1.1.pdf



	Interleukin 6 inhibitors for adult patients hospitalised due to COVID 

	IL-6 inhibitors for hospitalised patients with COVID-19 (adults) – Tocilizumab 
	
[image: image13.emf]Tocilizumab  Hospitalised v7.0.pdf



	IL-6 inhibitors for hospitalised patients with COVID-19 (adults) – Sarilumab 
	
[image: image14.emf]Sarilumab  Hospitalised v6.0.pdf



	Sarilumab for critically ill patients with COVID-19 (post pubescent children) 
	
[image: image15.emf]Sarilumab Critically  Ill v3.0.pdf




_1731319529.pdf


 


SOT02_v2.3 - NHS England - Interim Clinical Commissioning Policy – Treatments for non-hospitalised patients with 
COVID-19 (adults) - Sotrovimab - patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult with SARS-CoV-2 infection which has been confirmed by a polymerase 
chain reaction (PCR) test OR lateral flow test  
 
Please state which test was used to confirm SARS-CoV-2 infection: 


* Required  


PCR test


Lateral flow test (registered via gov.uk or NHS 119)


* 
Required


Yes


No


2. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 5** days and 
is showing no signs of clinical recovery.  


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose.  
 
** Treatment commencement may be extended up to a maximum of 7 days from symptom onset if 
clinically indicated. Treatment on day 6 or day 7 is off-label and Trust policy regarding off-label use of 
medicines should apply.  


* 
Required


Yes


No


3. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) 
 
Please indicate below which ‘highest’ risk group the patient belongs to:  


Patients with Downs Syndrome and other genetic disorders


Patients with a solid cancer


Patients with a haematological disease and stem cell transplant recipients


Patients with sickle cell disease, thalassaemia or rare inherited anaemia


Patients with renal disease


Patients with liver disease


* 
Required


Yes


No


select







 


  


Patients with immune-mediated inflammatory disorders (IMID)


Patients with immune deficiencies


Patients with HIV or AIDS


Solid organ transplant recipients


Patients with rare neurological conditions (e.g. Multiple sclerosis, Motor neurone disease, Myasthenia gravis, 
Huntingtons disease)


4. I confirm that ALL of the following options apply:  
 
None of the antiviral medicines (nirmatrelvir plus ritonavir, remdesivir, molnupiravir) are deemed suitable AND 
Decision has been made on a case-by-case basis AND Decision has been made through multidisciplinary 
determination 


* 
Required


Yes


No


5. I confirm that the patient will receive sotrovimab according to the Interim Clinical Commissioning Policy: 
Treatments for non-hospitalised patients with COVID-19 and does not meet any of the exclusion criteria 


* 
Required


Yes


No


6. I confirm that sotrovimab has been prescribed at a dose of 500mg intravenously  
 
For additional guidance see: https://www.sps.nhs.uk/home/guidance/covid-19-treatments/neutralising-
monoclonal-antibodies/sotrovimab-xevudy/ * 


Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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SOT03_ver2.4 NHS England - Interim Clinical Commissioning Policy: Treatments for Hospital-Onset COVID-19 
(adults) - Sotrovimab- patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult and is in hospital with SARS-CoV-2 infection which has been confirmed by 
a polymerase chain reaction (PCR) test OR lateral flow test 
 
Please state which test was used to confirm SARS-CoV-2 infection:  


* Required  


PCR test


Lateral flow test


* 
Required


Yes


No


2. I confirm that the patient was hospitalised for indications other than for the management of acute symptoms of 
COVID-19 


* 
Required


Yes


No


3. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 5** days and is 
showing no signs of clinical recovery. 


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose. 
 
** Treatment commencement may be extended up to a maximum of 7 days from symptom onset if 
clinically indicated. Treatment on day 6 or day 7 is off-label and Trust policy regarding off-label use of 
medicines should apply.   


* 
Required


Yes


No


4. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) OR COVID-19 infection presents a material risk of 
destabilising a pre-existing condition or illness or compromising recovery from surgery or other hospital procedure 
(as determined by multidisciplinary team [MDT] assessment).  
 
Please indicate below which category the patient belongs to: 


Patients with Downs Syndrome and other genetic disorders


select







 


  


Patients with a solid cancer


Patients with a haematological disease and stem cell transplant recipients


Patients with sickle cell disease, thalassaemia or rare inherited anaemia


Patients with renal disease


Patients with liver disease


Patients with immune-mediated inflammatory disorders (IMID)


Patients with immune deficiencies


Patients with HIV or AIDS


Solid organ transplant recipients


Patients with rare neurological conditions (e.g. Multiple sclerosis, Motor neurone disease, Myasthenia gravis, 
Huntingtons disease)


COVID-19 infection presents a material risk of destabilising a pre-existing condition or illness or compromising 
recovery from surgery or other hospital procedure


* 
Required


Yes


No


5. I confirm that ALL of the following options apply: 


* Required  


Treatment with remdesivir and nirmatrelvir plus ritonavir are both contraindicated or not possible, AND


Treatment has been supported by a relevant multidisciplinary team. * 
Required


Yes


No


6. I confirm that the patient will receive sotrovimab according to the Interim Clinical Commissioning Policy: 
Treatments for Hospital-Onset COVID-19 and does not meet any of the exclusion criteria. 


* 
Required


Yes


No


7. I confirm that sotrovimab has been prescribed at a dose of 500mg intravenously  
 
For additional guidance see: https://www.sps.nhs.uk/home/guidance/covid-19-treatments/neutralising-
monoclonal-antibodies/sotrovimab-xevudy/  * 


Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     






_1731319685.pdf


 


REM03_ver6.1 - Interim Clinical Commissioning Policy - Remdesivir for patients hospitalised with COVID-19 (at least 
4 weeks of age and weighing at least 3kg) – patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult, or a child (at least 4 weeks of age and weighing at least 3kg) and is 
hospitalised with SARS-CoV-2 infection which has been confirmed by a polymerase chain reaction (PCR) test.*  
 
* In the absence of a confirmed virological diagnosis, remdesivir should only be used when a multidisciplinary 
team have a high level of confidence that the clinical and radiological features suggest that COVID-19 is the most 
likely diagnosis. 


* 
Required


Yes


No


2. I confirm that the patient was hospitalised specifically for the management of COVID-19 symptoms 
* 


Required


Yes


No


3. I confirm that one of the following statements applies: 


* Required   
Note: Low-flow supplemental oxygen is defined as oxygen delivered by a simple face mask or nasal canula at a 
flow rate usually up to 15 litres/min. The requirement for supplemental oxygen does not apply to 
immunocompromised patients.   


The patient requires low-flow supplemental oxygen


The patient does not require low-flow supplemental oxygen but is severely immunocompromised


* 
Required


Yes


No


4. I confirm that one of the following statements applies: 


* Required  


The patient presented to hospital not more than 10 days since symptom onset


The patient presented to hospital more than 10 days since symptom onset and is severely 
immunocompromised * 


Required


Yes


No


5. I confirm that all of the following statements apply: •The patient’s eGFR is >/=30ml/min or the patient is 
receiving haemodialysis •The patient’s ALT is below 5 times the upper limit of normal •The patient is not receiving 
invasive ventilation or extracorporeal membrane oxygenation (ECMO) at the start of treatment**  
 
**In line with the updated SmPC found here: https://www.medicines.org.uk/emc/product/11597 
(medicines.org.uk)  


* 
Required


Yes


No


6. I confirm that the decision to initiate or to continue treatment has been made by the admitting care consultant. 


Yes


No


select







 


* 
Required


7. I confirm that the patient will receive remdesivir according to the Interim Clinical Commissioning Policy: 
Remdesivir for patients hospitalised due to COVID-19 (Version 5) and does not meet any of the exclusion criteria. 


* 
Required


Yes


No


8. I confirm that the patient will receive a maximum treatment course of 5 days or a maximum of 10 days if the 
patient is immunocompromised. This includes the continuation of a remdesivir course for patients with hospital-
onset COVID-19.  
 
The recommended dosage for adults and paediatric patients (weighing at least 40kg) under this policy is a single 
loading dose of remdesivir 200mg intravenously on day 1, followed by a once daily maintenance dose of remdesivir 
100mg for the remainder of the treatment course.  
 
The recommended dosage for paediatric patients at least 4 weeks old (weighing at least 3kg but less than 40kg) 
under this policy is a single loading does of remdesivir 5mg/kg intravenously on day 1, followed by a once daily 
maintenance dose of remdesivir 2.5mg/kg for the remainder of the treatment course.  


* 
Required


Yes


No


9. Additional information:  
As part of the policy sites are strongly encouraged to submit data through the ISARIC 4C Clinical Characterisation 
Protocol (CCP) case report forms (CRFs), as coordinated by the COVID-19 Clinical Information Network (CO-CIN) 


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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TOCCV1_ver7.0 Interim Clinical Commissioning Policy: IL-6 inhibitors for hospitalised patients with COVID-19 
(adults) - Tocilizumab patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult with SARS-CoV-2 infection confirmed by microbiological testing*  
 
*In the absence of a confirmed virological diagnosis, tocilizumab should only be used when a multidisciplinary 
team has a high level of confidence that the clinical and/or radiological features suggest that COVID-19 is the 
most likely diagnosis.  


* 
Required


Yes


No


2. I confirm that the patient has yet to receive treatment with an IL-6 inhibitor on this admission for COVID-19  
* 


Required


Yes


No


3. I confirm that intravenous tocilizumab has been prescribed** as the patient is an adult who is hospitalised and 
receiving dexamethasone or an equivalent corticosteroid (see corticosteroid CAS alert) unless contra-indicated***  
 
**The decision to initiate treatment with tocilizumab should be made by the receiving consultant and with the 
support from multi-disciplinary colleagues in cases of uncertainty  
 
***Patients are expected to be on a corticosteroid as the current standard of care, except where there is a strong 
contraindication against its use. Patients may be commenced on both a corticosteroid and tocilizumab 
simultaneously if deemed clinically appropriate.  


* 
Required


Yes


No


4. I confirm one of the following options applies 


* Required   
****The principle is to treat patients as early as possible in their critical illness  


The patient has a C-reactive protein level of at least 75mg/L; AND an oxygen saturation of <92% on room air 
OR requirement for supplemental oxygen


The patient is within 48 hours**** of commencement of respiratory support (high-flow nasal oxygen, 
continuous positive airway pressure (CPAP) or non-invasive ventilation, or invasive mechanical ventilation) * 


Required


Yes


No


5. I confirm that the patient’s liver enzymes [alanine aminotransferase (ALT) or aspartate aminotransferase (AST)] 
are not more than ten times the upper limit of normal 


* 
Required


Yes


No


Yes


select







 


6. I confirm that the patient’s absolute neutrophil count is not less than 1 x 10^9/L 
* 


Required


No


7. I confirm that the patient’s platelet count is not less than 50 x 10^3 /µL 
* 


Required


Yes


No


8. I confirm that the patient will receive tocilizumab according to the Interim Clinical Commissioning Policy: IL-6 
inhibitors (tocilizumab or sarilumab) for hospitalised patients with COVID-19 (adults) and does not meet any of the 
exclusion criteria  * 


Required


Yes


No


9. I confirm that tocilizumab has been prescribed at a dose of 8mg/kg (max 800mg) intravenously. 
* 


Required


Yes


No


10. I confirm that the patients GP will be informed that they have received tocilizumab OR the patient is not 
currently registered with a GP and will be counselled accordingly on discharge. 


* 
Required


Yes


No


11. Additional information:  
As part of the interim clinical policy hospitals are strongly encouraged to submit data through the ISARIC 4C 
Clinical Characterisation Protocol (CCP) case report forms (CRFs), as coordinated by the COVID-19 Clinical 
Information Network (CO-CIN)  


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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SARCV1_ver6.0 – Interim Clinical Commissioning Policy: IL-6 inhibitors for hospitalised patients with COVID-19 
(adults) - Sarilumab patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult with SARS-CoV-2 infection confirmed by microbiological testing*  
 
* In the absence of a confirmed virological diagnosis, sarilumab should only be used when a multidisciplinary 
team has a high level of confidence that the clinical and/or radiological features suggest that COVID-19 is the 
most likely diagnosis  


* 
Required


Yes


No


2. I confirm that the patient has yet to receive treatment with an IL-6 inhibitor on this admission for COVID-19. 
* 


Required


Yes


No


3. I confirm that intravenous sarilumab has been prescribed** as the patient is an adult who is hospitalised and 
receiving dexamethasone or an equivalent corticosteroid (see corticosteroid CAS alert) unless contra-indicated *** 
 
 
**The decision to initiate treatment with sarilumab should be made by the receiving consultant and with the 
support from multi-disciplinary colleagues in cases of uncertainty  
 
***Patients are expected to be on a corticosteroid as the current standard of care, except where there is a strong 
contraindication against its use. Patients may be commenced on both a corticosteroid and sarilumab 
simultaneously if deemed clinically appropriate.  


* 
Required


Yes


No


4. I confirm one of the following options applies: 


* Required   
****The principle is to treat patients as early as possible in their critical illness  


The patient has a C-reactive protein level of at least 75mg/L; AND an oxygen saturation of <92% on room air 
OR requirement for supplemental oxygen


The patient is within 48 hours**** of commencement of respiratory support (high-flow nasal oxygen, 
continuous positive airway pressure (CPAP) or non-invasive ventilation, or invasive mechanical ventilation) * 


Required


Yes


No


5. I confirm that the patient’s liver enzymes [alanine aminotransferase (ALT) or aspartate aminotransferase (AST)] 
are not more than 5 times the upper limit of normal 


* 
Required


Yes


No


select







 


6. I confirm that the patient’s baseline platelet count is not less than 150 x 10^3/µL 
* 


Required


Yes


No


7. I confirm that the patient is receiving sarilumab in preference to tocilizumab because:  


* Required   
Please note: Sarilumab should only be considered as an alternative option if tocilizumab is unavailable for this 
indication or cannot be used, and the above criteria are met.  


Treatment with tocilizumab is not available for this indication


Treatment with tocilizumab cannot be used


* 
Required


Yes


No


8. I confirm that the patient will receive sarilumab according to the Interim Clinical Commissioning Policy: IL-6 
inhibitors (tocilizumab or sarilumab) for hospitalised patients with COVID-19 (adults and does not meet any of the 
exclusion criteria  * 


Required


Yes


No


9. I confirm that sarilumab has been prescribed at a dose of 400mg intravenously 
 
Please note: Use of sarilumab intravenously in COVID-19 is off-label and Trust policy regarding off-label 
use of medicines should apply   * 


Required


Yes


No


10. I confirm that the patients GP will be informed that they have received sarilumab OR the patient is not 
currently registered with a GP and will be counselled accordingly on discharge 


* 
Required


Yes


No


11. Additional information:  
As part of the interim clinical policy hospitals are strongly encouraged to submit data through the ISARIC 4C 
Clinical Characterisation Protocol (CCP) case report forms (CRFs), as coordinated by the COVID-19 Clinical 
Information Network (CO-CIN)  


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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M4C Form - SARCV1_ver3.0 Interim Clinical Commissioning Policy: Sarilumab for critically ill patients with COVID-
19 (post pubescent children) 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is post-pubescent with suspected SARS-CoV-2 infection*  
 
* In the absence of a confirmed virological diagnosis, sarilumab should only be used when a multidisciplinary 
team have a high level of confidence that the clinical and radiological features suggest that COVID-19 is the most 
likely diagnosis  


* 
Required


Yes


No


2. I confirm the patient has yet to receive treatment with an IL-6 inhibitor on this admission for COVID-19. 
* 


Required


Yes


No


3. I confirm intravenous sarilumab has been prescribed** as the patient is a post pubescent child who is 
hospitalised and receiving dexamethasone or an equivalent corticosteroid (unless contra-indicated) *** AND :  
 
Option 1:  
 
Has a C-reactive protein level of at least 75mg/L; AND an oxygen saturation of <92% on room air OR requirement 
for supplemental oxygen OR  
 
Option 2:  
 
The patient Is within 48 hours**** of commencement of respiratory support (high-flow nasal oxygen, continuous 
positive airway pressure (CPAP) or non-invasive ventilation, or invasive mechanical ventilation)  
 
**The decision to initiate treatment with sarilumab should be made by the receiving consultant and with the 
support from multi-disciplinary colleagues ideally in the paediatric setting in cases of uncertainty  
 
***Patients are expected to be on a corticosteroid as the current standard of care, except where there is a strong 
contraindication against its use. Patients may be commenced on both a corticosteroid and sarilumab 
simultaneously if deemed clinically appropriate.  
 
****The principle is to treat patients as early as possible in their critical illness  
 
Please select which option applies:  


  


Option 1


Option 2


* 
Required


Yes


No


select







 


  


4. I confirm the patient will receive sarilumab according to the Interim Clinical Commissioning Policy Position 
Statement: IL-6 inhibitors (tocilizumab or sarilumab) for hospitalised patients with COVID-19 (adults)***** and 
does not meet any of the exclusion criteria  
 
***** As part of the interim clinical policy hospitals are strongly encouraged to submit data through the ISARIC 4C 
Clinical Characterisation Protocol (CCP) case report forms (CRFs), as coordinated by the COVID-19 Clinical 
Information Network (CO-CIN)  


* 
Required


Yes


No


5. I confirm the patient will receive one infusion of 400mg 
* 


Required


Yes


No


6. I confirm that the patients GP will be informed that they have received sarilumab  
* 


Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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BAR01_v1.1 NHS England - Interim Clinical Commissioning Policy: Baricitinib for patients hospitalised due to 
COVID-19 (adults and children aged 2 years and over) – Baricitinib patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult, or child aged 2 years and over, and is hospitalised with COVID-19 
infection which has been confirmed by microbiological testing or where a multi-disciplinary team has a high level 
of confidence that the clinical and/or radiological features suggest that COVID-19 is the most likely diagnosis * 


Required


Yes


No


2. I confirm that the patient has viral pneumonia syndrome* 
 
*In general, viral pneumonia should be suspected when a patient presents with:    
a) typical symptoms (e.g. influenza-like illness with fever and muscle pain, or respiratory illness with 
cough and shortness of breath); AND   
b) compatible chest X-ray findings (consolidation or ground-glass shadowing); AND    
c) alternative causes have been considered unlikely or excluded (e.g. heart failure, bacterial 
pneumonia).  


* 
Required


Yes


No


3. I confirm that the patient is receiving supplemental oxygen or respiratory support** for the treatment of COVID-
19 
 
**Respiratory support is defined as: high-flow nasal oxygen, continuous positive airway pressure (CPAP) 
or non-invasive ventilation, or invasive mechanical ventilation.   


* 
Required


Yes


No


4. I confirm that the patient is receiving dexamethasone or an equivalent corticosteroid unless contraindicated 
* 


Required


Yes


No


5. I confirm that the patient will receive baricitinib according to the Interim Clinical Commissioning Policy Position 
Statement: Baricitinib for patients hospitalised due to COVID-19 (adults and children aged 2 years and over) and 
does not meet any of the exclusion criteria 
 
Please note: Use of baricitinib under this policy is off-label and Trust policy regarding off-label use of 
medicines should apply  
 
Baricitinib is not recommended for use during pregnancy  


* 
Required


Yes


No


6. I confirm that baricitinib has been prescribed at a dose as selected below for 10 days, or until discharge if 
sooner: 


select







 


* Required  


Age >/=9 years with eGFR >/=60 mL/min/1.73m^2 - 4mg once daily


Age >/=9 years with eGFR 30 to <60 mL/min/1.73m^2 - 2mg once daily


Age >/=9 years with eGFR 15 to <30 mL/min/1.73m^2 – 2mg on alternate days


Age 2 to <9 years with eGFR >/=60 mL/min/1.73m^2 – 2 mg once daily


Age 2 to <9 years with eGFR 30 to <60 mL/min/1.73m^2 – 2mg on alternate days


Co-administration of an Organic Anion Transporter 3 (OAT3) inhibitor with a strong inhibition potential (such 
as probenecid) - 2mg once daily


* 
Required


Yes


No


7. Additional information:  
 
Baricitinib may be administered in combination with IL-6 inhibitors (as well as corticosteroids, unless 
contraindicated), according to clinical judgement, in patients with severe or critical COVID-19.  


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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SOT05_ver1.1 NHS England - Interim Clinical Commissioning Policy: Treatments for Hospital-Onset COVID-19 
(children - 12 to 17 years) - Sotrovimab- patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is aged 12 years and over; younger than 18 years and weighing at least 40kg, and is in 
hospital with SARS-CoV-2 infection which has been confirmed by a polymerase chain reaction (PCR) test OR 
lateral flow test 
 
Please state which test was used to confirm SARS-CoV-2 infection:  


* Required   
Please note: A paediatric multi-disciplinary team (MDT) assessment should be used to determine clinical 
capacity to benefit from the treatment.  


PCR test


Lateral flow test
* 


Required


Yes


No


2. I confirm that the patient was hospitalised for indications other than for the management of acute symptoms of 
COVID-19 


* 
Required


Yes


No


3. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 5** days and is 
showing no signs of clinical recovery. 


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose. 
 
** Treatment commencement may be extended up to a maximum of 7 days from symptom onset if 
clinically indicated. Treatment on day 6 or day 7 is off-label and Trust policy regarding off-label use of 
medicines should apply.   


* 
Required


Yes


No


4. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) OR COVID-19 infection presents a material risk of 
destabilising a pre-existing condition or illness or compromising recovery from surgery or other hospital procedure 
(as determined by multidisciplinary team [MDT] assessment).  
 


select







 
Please indicate below which category the patient belongs to: 
 
Patients at substantial risk  


   
Patients at significant risk if 2 or more of these risk factors are present   
(1) Patients with primary immunodeficiency:  


   
(2) Patients with secondary immunodeficiency:   


   
(3) Patients with immunosuppressive treatment:   


   
(4) Patients with other conditions:  


  


  


Patients with complex life-limiting neurodisability with recurrent respiratory infections or compromise


Common variable immunodeficiency (CVID)


Primary antibody deficiency on immunoglobulin (or eligible for immunoglobulin replacement)


Hyper-IgM syndromes


Goods syndrome (thymoma plus B-cell deficiency)


Severe combined immunodeficiency (SCID)


Autoimmune polyglandular syndromes or autoimmune polyendocrinopathy, candidiasis, ectodermal dystrophy 
(APECED syndrome)


Primary immunodeficiency associated with impaired type I interferon signalling


X-linked agammaglobulinaemia (and other primary agammaglobulinaemias)


HIV CD4 count less than 200 cells per mm3


Solid organ transplant


HSCT within 12 months, or with GVHD


CAR-T therapy in last 24 months


Induction chemotherapy for acute lymphoblastic leukaemia (ALL), non-Hodgkins lymphoma, chemotherapy for 
acute myeloid leukaemia (AML), relapsed and/or refractory leukaemia or lymphoma


Chemotherapy within the last 3 months


Cyclophosphamide within the last 3 months


Corticosteroids greater than 2mg per kg per day for 28 days in last 4 weeks


B cell depleting treatment in the last 12 months


High BMI (greater than 95th centile)


Severe respiratory disease (for example, cystic fibrosis or bronchiectasis with FEV1 less than 60 per cent)


Tracheostomy or long-term ventilation


Severe asthma (paediatric intensive care unit (PICU) admission in 12 months)


Neurodisability and or neurodevelopmental disorders


Severe cardiac disease


Severe chronic kidney disease


Severe liver disease


Sickle cell disease or other severe haemoglobinopathy


Trisomy 21


Complex or chromosomal genetic or metabolic conditions associated with significant comorbidity


Multiple congenital anomalies associated with significant comorbidity


COVID-19 infection presents a material risk of destabilising a pre-existing condition or illness or compromising 
recovery from surgery or other hospital procedure


* 
Required


Yes


No


5. I confirm that one of the following options applies: 


* Required  


Treatment with remdesivir is either contraindicated or not possible, AND


Treatment has been supported by a relevant multidisciplinary team. * 
Required


Yes


No







 


6. I confirm that the patient will receive sotrovimab according to the Interim Clinical Commissioning Policy: 
Treatment for Hospital-Onset COVID-19 and does not meet any of the exclusion criteria 


* 
Required


Yes


No


7. I confirm that sotrovimab has been prescribed at a dose of 500mg intravenously  
 
For additional guidance see: https://www.sps.nhs.uk/home/guidance/covid-19-treatments/neutralising-
monoclonal-antibodies/sotrovimab-xevudy/  * 


Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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REM04_ver2.5 NHS England - Interim Clinical Commissioning Policy: Treatments for Hospital-Onset COVID-19 
(adults) - Remdesivir patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult and is in hospital with SARS-CoV-2 infection which has been confirmed by 
a polymerase chain reaction (PCR) test OR lateral flow test  
 
Please state which test was used to confirm SARS-CoV-2 infection:  


* Required  


PCR test


Lateral flow test


* 
Required


Yes


No


2. I confirm that the patient was hospitalised for indications other than for the management of acute symptoms of 
COVID-19 


* 
Required


Yes


No


3. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 7 days and is 
showing no signs of clinical recovery.  


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose.  


* 
Required


Yes


No


4. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) OR COVID-19 infection presents a material risk of 
destabilising a pre-existing condition or illness or compromising recovery from surgery or other hospital procedure 
(as determined by multidisciplinary team [MDT] assessment).  
 
Please indicate below which ‘highest’ risk group the patient belongs to: 


Patients with Downs Syndrome and other genetic disorders


Patients with a solid cancer


Patients with a haematological disease and stem cell transplant recipients
Yes


select







 


* Required  


Patients with sickle cell disease, thalassaemia or rare inherited anaemia


Patients with renal disease


Patients with liver disease


Patients with immune-mediated inflammatory disorders (IMID)


Patients with immune deficiencies


Patients with HIV or AIDS


Solid organ transplant recipients


Patients with rare neurological conditions (e.g. Multiple sclerosis, Motor neurone disease, Myasthenia gravis, 
Huntingtons disease)


COVID-19 infection presents a material risk of destabilising a pre-existing condition or illness or compromising 
recovery from surgery or other hospital procedure


* 
Required


No


5. I confirm that the patient is receiving remdesivir in preference to nirmatrelvir plus ritonavir because:  


* Required  


Treatment with nirmatrelvir plus ritonavir is contraindicated


Administration of nirmatrelvir plus ritonavir is not possible * 
Required


Yes


No


6. I confirm that the patient will receive remdesivir according to the Interim Clinical Commissioning Policy: 
Treatments for Hospital-Onset COVID-19 and does not meet any of the exclusion criteria. 


* 
Required


Yes


No


7. I confirm that remdesivir has been prescribed at a dose of 200mg intravenously on day 1 followed by 100mg 
intravenously on days 2 and 3; or the patient has experienced clinical deterioration such that low-flow 
supplemental oxygen is required, and is treated as outlined in the Interim Clinical Commissioning Policy: 
Remdesivir for patients hospitalised due to COVID-19. * 


Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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REM06_ver1.2 NHS England - Interim Clinical Commissioning Policy: Treatments for Hospital-Onset COVID-19 
(children under 18 years) - Remdesivir patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is aged younger than 18 years and weighing at least 40kg, and is in hospital with 
SARS-CoV-2 infection which has been confirmed by a polymerase chain reaction (PCR) test OR lateral flow test 
 
Please state which test was used to confirm SARS-CoV-2 infection:  


* Required   
Please note: A paediatric multi-disciplinary team (MDT) assessment should be used to determine clinical 
capacity to benefit from the treatment.  


PCR test


Lateral flow test * 
Required


Yes


No


2. I confirm that the patient was hospitalised for indications other than for the management of acute symptoms of 
COVID-19 


* 
Required


Yes


No


3. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 7 days and is 
showing no signs of clinical recovery.  


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose.  


* 
Required


Yes


No


4. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) OR COVID-19 infection presents a material risk of 
destabilising a pre-existing condition or illness or compromising recovery from surgery or other hospital procedure 
(as determined by multidisciplinary team [MDT] assessment).  
 
Please indicate below which ‘highest’ risk group the patient belongs to: 
 
Patients at substantial risk  


Patients with complex life-limiting neurodisability with recurrent respiratory infections or compromise


select







   
Patients at significant risk if 2 or more of these risk factors are present   
(1) Patients with primary immunodeficiency:  


   
(2) Patients with secondary immunodeficiency:   


   
(3) Patients with immunosuppressive treatment:   


   
(4) Patients with other conditions:  


  


  


Common variable immunodeficiency (CVID)


Primary antibody deficiency on immunoglobulin (or eligible for immunoglobulin replacement)


Hyper-IgM syndromes


Goods syndrome (thymoma plus B-cell deficiency)


Severe combined immunodeficiency (SCID)


Autoimmune polyglandular syndromes or autoimmune polyendocrinopathy, candidiasis, ectodermal dystrophy 
(APECED syndrome)


Primary immunodeficiency associated with impaired type I interferon signalling


X-linked agammaglobulinaemia (and other primary agammaglobulinaemias)


HIV CD4 count less than 200 cells per mm3


Solid organ transplant


HSCT within 12 months, or with GVHD


CAR-T therapy in last 24 months


Induction chemotherapy for acute lymphoblastic leukaemia (ALL), non-Hodgkins lymphoma, chemotherapy for 
acute myeloid leukaemia (AML), relapsed and/or refractory leukaemia or lymphoma


Chemotherapy within the last 3 months


Cyclophosphamide within the last 3 months


Corticosteroids greater than 2mg per kg per day for 28 days in last 4 weeks


B cell depleting treatment in the last 12 months


High BMI (greater than 95th centile)


Severe respiratory disease (for example, cystic fibrosis or bronchiectasis with FEV1 less than 60 per cent)


Tracheostomy or long-term ventilation


Severe asthma (paediatric intensive care unit (PICU) admission in 12 months)


Neurodisability and or neurodevelopmental disorders


Severe cardiac disease


Severe chronic kidney disease


Severe liver disease


Sickle cell disease or other severe haemoglobinopathy


Trisomy 21


Complex or chromosomal genetic or metabolic conditions associated with significant comorbidity


Multiple congenital anomalies associated with significant comorbidity


COVID-19 infection presents a material risk of destabilising a pre-existing condition or illness or compromising 
recovery from surgery or other hospital procedure


* 
Required


Yes


No


5. I confirm that the patient will receive remdesivir according to the Interim Clinical Commissioning Policy: 
Treatments for Hospital-Onset COVID-19 and does not meet any of the exclusion criteria 


* 
Required


Yes


No


6. I confirm that remdesivir has been prescribed at a dose of 200mg intravenously on day 1 followed by 100mg Yes







 


intravenously on days 2 and 3; or the patient has experienced clinical deterioration such that low-flow 
supplemental oxygen is required, and is treated as outlined in the Interim Clinical Commissioning Policy: 
Remdesivir for patients hospitalised due to COVID-19. * 


Required


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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SOT04_v1.1 - NHS England - Interim Clinical Commissioning Policy – Treatments for non-hospitalised patients with 
COVID-19 (children 12 to 17 years) - Sotrovimab - patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is aged 12 years and over; younger than 18 years and weighing at least 40kg, with 
SARS-CoV-2 infection which has been confirmed by a polymerase chain reaction (PCR) test OR lateral flow test  
 
Please state which test was used to confirm SARS-CoV-2 infection: 


* Required   
Please note: A paediatric multi-disciplinary team (MDT) assessment should be used to determine clinical 
capacity to benefit from the treatment.  


PCR test


Lateral flow test (registered via gov.uk or NHS 119) * 
Required


Yes


No


2. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 5** days and 
is showing no signs of clinical recovery.  


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose.  
 
** Treatment commencement may be extended up to a maximum of 7 days from symptom onset if 
clinically indicated. Treatment on day 6 or day 7 is off-label and Trust policy regarding off-label use of 
medicines should apply.  


* 
Required


Yes


No


3. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies)  
 
Please indicate below which ‘highest’ risk group the patient belongs to:  
 
Patients at substantial risk  


   
Patients at significant risk if 2 or more of these risk factors are present   
(1) Patients with primary immunodeficiency:  


Patients with complex life limiting neurodisability with recurrent respiratory infections or compromise


select







   
(2) Patients with secondary immunodeficiency:   


   
(3) Patients with immunosuppressive treatment:   


   
(4) Patients with other conditions:  


  


Common variable immunodeficiency (CVID)


Primary antibody deficiency on immunoglobulin (or eligible for immunoglobulin replacement)


Hyper-IgM syndromes


Goods syndrome (thymoma plus B-cell deficiency)


Severe combined immunodeficiency (SCID)


Autoimmune polyglandular syndromes or autoimmune polyendocrinopathy, candidiasis, ectodermal dystrophy 
(APECED syndrome)


Primary immunodeficiency associated with impaired type I interferon signalling


X-linked agammaglobulinaemia (and other primary agammaglobulinaemias)


HIV CD4 count less than 200 cells per mm3


Solid organ transplant


HSCT within 12 months, or with GVHD


CAR-T therapy in last 24 months


Induction chemotherapy for acute lymphoblastic leukaemia (ALL), non-Hodgkins lymphoma, chemotherapy for 
acute myeloid leukaemia (AML), relapsed and or refractory leukaemia or lymphoma


Patients with secondary immunodeficiency


Chemotherapy within the last 3 months


Cyclophosphamide within the last 3 months


Corticosteroids greater than 2mg per kg per day for 28 days in last 4 weeks


B cell depleting treatment in the last 12 months


High BMI (greater than 95th centile)


Severe respiratory disease (for example, cystic fibrosis or bronchiectasis with FEV1 less than 60 per cent)


Tracheostomy or long-term ventilation


Severe asthma (paediatric intensive care unit (PICU) admission in 12 months)


Neurodisability and or neurodevelopmental disorders


Severe cardiac disease


Severe chronic kidney disease


Severe liver disease


Sickle cell disease or other severe haemoglobinopathy


Trisomy 21


Complex or chromosomal genetic or metabolic conditions associated with significant comorbidity


Multiple congenital anomalies associated with significant comorbidity


* 
Required


Yes


No


4. I confirm that ALL of the following options apply: 


  


Remdesivir is contraindicated/not deemed suitable AND


Molnupiravir is contraindicated/not deemed suitable AND


Decision has been made on a case-by-case basis AND


Decision has been made through multidisciplinary determination


* 
Required


Yes


No


5. I confirm that the patient will receive sotrovimab according to the Interim Clinical Commissioning Policy: 
Antivirals or neutralising monoclonal antibodies for non-hospitalised patients with COVID-19 and does not meet 
any of the exclusion criteria * 


Required


Yes


No







 


6. I confirm that sotrovimab has been prescribed at a dose of 500mg intravenously  
 
For additional guidance see: https://www.sps.nhs.uk/home/guidance/covid-19-treatments/neutralising-
monoclonal-antibodies/sotrovimab-xevudy/ * 


Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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REM05_v1.4 NHS England - Interim Clinical Commissioning Policy – Treatments for non-hospitalised patients with 
COVID-19 (adults) – Remdesivir patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult with SARS-CoV-2 infection which has been confirmed by a polymerase 
chain reaction (PCR) test OR lateral flow test  
 
Please state which test was used to confirm SARS-CoV-2 infection: 


* Required  


PCR test


Lateral flow test (registered via gov.uk or NHS 119)


* 
Required


Yes


No


2. I confirm the patient is symptomatic* with COVID-19 with onset of symptoms within the last 7 days and is 
showing no signs of clinical recovery.  


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose. 


* 
Required


Yes


No


3. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) 
 
Please indicate below which ‘highest’ risk group the patient belongs to:  


Patients with Downs Syndrome and other genetic disorders


Patients with a solid cancer


Patients with a haematological disease and stem cell transplant recipients


Patients with sickle cell disease, thalassaemia or rare inherited anaemia


Patients with renal disease


Patients with liver disease


Patients with immune-mediated inflammatory disorders (IMID)


Patients with immune deficiencies


Patients with HIV or AIDS


* 
Required


Yes


No


select







 


  


Solid organ transplant recipients


Patients with rare neurological conditions (e.g. Multiple sclerosis, Motor neurone disease, Myasthenia gravis, 
Huntingtons disease)


4. I confirm that the patient is receiving remdesivir in preference to nirmatrelvir plus ritonavir because: 


* Required  


Treatment with nirmatrelvir plus ritonavir is contraindicated


Treatment with nirmatrelvir plus ritonavir is not possible * 
Required


Yes


No


5. I confirm that the patient will receive remdesivir according to the Interim Clinical Commissioning Policy: 
Treatments for non-hospitalised patients with COVID-19 and does not meet any of the exclusion criteria 


* 
Required


Yes


No


6. I confirm that remdesivir has been prescribed at a dose of 200mg intravenously on day 1, followed by 100mg 
intravenously on days 2 and 3.  


* 
Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     
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REM07_v1.2 NHS England - Interim Clinical Commissioning Policy – Treatments for non-hospitalised patients with 
COVID-19 (children under 18 years) – Remdesivir patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is younger than 18 and weighing at least 40kg, and is in hospital with SARS-CoV-2 
infection which has been confirmed by a polymerase chain reaction (PCR) test OR lateral flow test  
 
Please state which test was used to confirm SARS-CoV-2 infection: 


* Required   
Please note: A paediatric multi-disciplinary team (MDT) assessment should be used to determine clinical 
capacity to benefit from the treatment.  


PCR test


Lateral flow test (registered via gov.uk or NHS 119) * 
Required


Yes


No


2. I confirm the patient is symptomatic* with COVID-19 with onset of symptoms within the last 7 days and is 
showing no signs of clinical recovery.  


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose. 


* 
Required


Yes


No


3. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) 
 
Please indicate below which ‘highest’ risk group the patient belongs to:   
Patients at substantial risk  


   
Patients at significant risk if 2 or more of these risk factors are present   
(1) Patients with primary immunodeficiency:  


Patients with complex life-limiting neurodisability with recurrent respiratory infections or compromise


Common variable immunodeficiency (CVID)


Primary antibody deficiency on immunoglobulin (or eligible for immunoglobulin replacement)


Hyper-IgM syndromes


Goods syndrome (thymoma plus B-cell deficiency)


select







 


   
(2) Patients with secondary immunodeficiency:   


   
(3) Patients with immunosuppressive treatment:   


   
(4) Patients with other conditions:  


  


Severe combined immunodeficiency (SCID)


Autoimmune polyglandular syndromes or autoimmune polyendocrinopathy, candidiasis, ectodermal dystrophy 
(APECED syndrome)


Primary immunodeficiency associated with impaired type I interferon signalling


X-linked agammaglobulinaemia (and other primary agammaglobulinaemias)


HIV CD4 count less than 200 cells per mm3


Solid organ transplant


HSCT within 12 months, or with GVHD


CAR-T therapy in last 24 months


Induction chemotherapy for acute lymphoblastic leukaemia (ALL), non-Hodgkins lymphoma, chemotherapy for 
acute myeloid leukaemia (AML), relapsed and/or refractory leukaemia or lymphoma


Chemotherapy within the last 3 months


Cyclophosphamide within the last 3 months


Corticosteroids greater than 2mg per kg per day for 28 days in last 4 weeks


B cell depleting treatment in the last 12 months


High BMI (greater than 95th centile)


Severe respiratory disease (for example, cystic fibrosis or bronchiectasis with FEV1 less than 60 per cent)


Tracheostomy or long-term ventilation


Severe asthma (paediatric intensive care unit (PICU) admission in 12 months)


Neurodisability and or neurodevelopmental disorders


Severe cardiac disease


Severe chronic kidney disease


Severe liver disease


Sickle cell disease or other severe haemoglobinopathy


Trisomy 21


Complex or chromosomal genetic or metabolic conditions associated with significant comorbidity


Multiple congenital anomalies associated with significant comorbidity


* 
Required


Yes


No


4. I confirm that the patient will receive remdesivir according to the Interim Clinical Commissioning Policy: 
Treatments for non-hospitalised patients with COVID-19 and does not meet any of the exclusion criteria 


* 
Required


Yes


No


5. I confirm that remdesivir has been prescribed at a dose of 200mg intravenously on day 1 followed by 100mg 
intravenously on days 2 and 3. 


* 
Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     






_1731319432.pdf


 


PAX01_v1.3 - NHS England - Interim Clinical Commissioning Policy – Treatments for non-hospitalised patients with 
COVID-19 – Nirmatrelvir plus ritonavir; Paxlovid - patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult with SARS-CoV-2 infection which has been confirmed by a polymerase 
chain reaction (PCR) test OR lateral flow test 
 
Please state which test was used to confirm SARS-CoV-2 infection:   


* Required  


PCR test


Lateral flow test (registered via gov.uk or NHS 119)


* 
Required


Yes


No


2. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 5** days and 
is showing no signs of clinical recovery. 


Date of symptoms onset::  * Required   
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose.   
**Treatment commencement may be extended up to a maximum of 7 days from symptom onset if 
clinically indicated. Treatment on day 6 or day 7 is off-label and Trust policy regarding off-label use of 
medicines should apply.   


* 
Required


Yes


No


3. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
( https://www.gov.uk/government/publications/higher-risk patients-eligible-for-covid-19-treatments-independent-
advisory-group report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal antibodies) 
 
Please indicate below which ‘highest’ risk group the patient belongs to:   


Patients with Downs Syndrome and other genetic disorders


Patients with Sickle cell disease, thalassaemia or rare inherited anaemia


Patients with a solid cancer


Patients with a haematological disease and stem cell transplant recipients


Patients with renal disease


Patients with liver disease


Patients with immune-mediated inflammatory disorders (IMID)


* 
Required


Yes


No


select







 


  


Patients with immune deficiencies


Patients with HIV or AIDS


Solid organ transplant recipients


Patients with rare neurological conditions (e.g. Multiple sclerosis, Motor neurone disease, Myasthenia gravis, 
Huntingtons disease)


4. I confirm that the patient does NOT have a history of advanced decompensated liver cirrhosis or stage 4-5 
chronic kidney disease 


* 
Required


Yes


No


5. I confirm that one of the following options applies: 


* Required  


The patient has a history of stage 3 chronic kidney disease and dose modification has been prescribed (See 
Summary of Product Characteristics for more information)


The patient does NOT have a history of stage 3 chronic kidney disease. * 
Required


Yes


No


6. I confirm that nirmatrelvir plus ritonavir treatment has been deemed safe following guidance from the appropriate 
specialty team(s) – see the accompanying Clinical Guide for treatment with antivirals and nMABs 
 
For latest list of interactions see https://www.covid19-druginteractions.org/checker    * 


Required


Yes


No


7. I confirm that if the patient is using combined hormonal contraceptives, they have been advised to use an 
effective alternative contraceptive method or an additional barrier method of contraception during treatment and 
until after one complete menstrual cycle after stopping nirmatrelvir plus ritonavir. 
 
Note: Nirmatrelvir plus ritonavir is not recommended for use during pregnancy  


* 
Required


Yes


No


8. I confirm that the patient will receive nirmatrelvir plus ritonavir according to the Interim Clinical Commissioning 
Policy: Antivirals or neutralising monoclonal antibodies for non-hospitalised patients with COVID-19 and does not 
meet any of the exclusion criteria * 


Required


Yes


No


9. I confirm that nirmatrelvir has been prescribed at a dose of 300mg (2 x 150mg tablets) with ritonavir 100mg (1 x 
100mg tablet) to be taken together orally twice daily for a maximum of 5 days 
 
Use in people with stage 3 chronic kidney disease may be considered in line with the Summary of Product 
Characteristics, with the required dose adjustment.   
For additional guidance see:   
https://www.sps.nhs.uk/home/guidance/covid-19-treatments/oral-antivirals/  


* 
Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 
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PAX02_v1.3 - NHS England - Interim Clinical Commissioning Policy: Treatments for Hospital-Onset COVID-19 - 
Nirmatrelvir plus ritonavir; Paxlovid - patient registration form 


Patient NHS 
No: 


  Trust:   


Patient 
Hospital No:  *  Practice Code:   


Patient's 
Initials and 


DoB: 
  GP Postcode:   


Choose 
Consultant: 


  


 


Search by Consultant Name


Consultant 
Name:    * Other Contact Details:    


* 


Notification 
Email 
Address: 


  
 


Treatment 
Start Date: 


Open 
the 
calendar 
popup.


Please indicate whether patient meets the following criteria:
Please 


tick


1. I confirm that the patient is an adult and is in hospital with SARS-CoV-2 infection which has been confirmed by 
a polymerase chain reaction (PCR) test OR lateral flow test 
 
Please state which test was used to confirm SARS-CoV-2 infection:  


* Required  


PCR test


Lateral flow test


* 
Required


Yes


No


2. I confirm that the patient was hospitalised for indications other than for the management of acute symptoms of 
COVID-19 


* 
Required


Yes


No


3. I confirm that the patient is symptomatic* with COVID-19 with onset of symptoms within the last 5** days and is 
showing no signs of clinical recovery. 


Date of symptom onset:  * Required 
 
*The following are considered symptoms of COVID-19: feverish, chills, sore throat, cough, shortness of breath or 
difficulty breathing, nausea, vomiting, diarrhoea, headache, red or watery eyes, body aches, loss of taste or smell, 
fatigue, loss of appetite, confusion, dizziness, pressure or tight chest, chest pain, stomach ache, rash, sneezing, 
sputum or phlegm, runny nose. 
 
**Treatment commencement may be extended up to a maximum of 7 days from symptom onset if 
clinically indicated. Treatment on day 6 or day 7 is off-label and Trust policy regarding off-label use of 
medicines should apply.   


* 
Required


Yes


No


4. I confirm that the patient is a member of a ‘highest’ risk group, as defined in the Department of Health and 
Social Care commissioned Independent Advisory Group Report 
(https://www.gov.uk/government/publications/higher-risk-patients-eligible-for-covid-19-treatments-independent-
advisory-group-report/defining-the-highest-risk-clinical-subgroups-upon-community-infection-with-sars-cov-2-when-
considering-the-use-of-neutralising-monoclonal-antibodies) OR COVID-19 infection presents a material risk of 
destabilising a pre-existing condition or illness or compromising recovery from surgery or other hospital procedure 
(as determined by multidisciplinary team [MDT] assessment).  
 
 
Please indicate below which ‘highest’ risk group the patient belongs to:  


select







 


  


Patients with Downs Syndrome and other genetic disorders


Patients with a solid cancer


Patients with a haematological disease and stem cell transplant recipients


Patients with sickle cell disease, thalassaemia or rare inherited anaemia


Patients with renal disease


Patients with liver disease


Patients with immune-mediated inflammatory disorders (IMID)


Patients with immune deficiencies


Patients with HIV or AIDS


Solid organ transplant recipients


Patients with rare neurological conditions (e.g. Multiple sclerosis, Motor neurone disease, Myasthenia gravis, 
Huntingtons disease)


COVID-19 infection presents a material risk of destabilising a pre-existing condition or illness or compromising 
recovery from surgery or other hospital procedure


* 
Required


Yes


No


5. I confirm that the patient does NOT have a history of advanced decompensated liver cirrhosis or stage 4-5 
chronic kidney disease 


* 
Required


Yes


No


6. I confirm that one of the following options applies: 


* Required  


The patient has a history of stage 3 chronic kidney disease and dose modification has been prescribed (See 
Summary of Product Characteristics for more information)


The patient does NOT have a history of stage 3 chronic kidney disease. * 
Required


Yes


No


7. I confirm that nirmatrelvir plus ritonavir treatment has been deemed safe following guidance from the appropriate 
specialty team(s) – see the accompanying Clinical Guide for treatment with antivirals and nMABs 
 
For latest list of interactions see https://www.covid19-druginteractions.org/checker   * 


Required


Yes


No


8. I confirm that if the patient is using combined hormonal contraceptives, they have been advised to use an 
effective alternative contraceptive method or an additional barrier method of contraception during treatment and 
until after one complete menstrual cycle after stopping nirmatrelvir plus ritonavir.  
 
Note: Nirmatrelvir plus ritonavir is not recommended for use during pregnancy  


* 
Required


Yes


No


9. I confirm that the patient will receive nirmatrelvir plus ritonavir according to the Interim Clinical Commissioning 
Policy: Treatments for Hospital-Onset COVID-19 and does not meet any of the exclusion criteria. 


* 
Required


Yes


No


10. I confirm that nirmatrelvir has been prescribed at a dose of 300mg (2 x 150mg capsules) with ritonavir 100mg 
(1 x 100mg tablet) to be taken together orally twice daily for a maximum of 5 days.  
Use in people with stage 3 chronic kidney disease may be considered in line with the Summary of Product 
Characteristics, with the required dose adjustment.  
 
For additional guidance see: https://www.sps.nhs.uk/home/guidance/covid-19-treatments/oral-antivirals/ 


* 
Required


Yes


No


The submit button is greyed out due to your security level. If you believe your 
security level to be incorrect, please contact a Super user at your trust/practice or 


Blueteq.     






