IPATIENT CONSENT FORM

FOR TERROSA (TERIPARATIDE) TREATMENT

General information

Terrosa is a medicine which contains the active substance teriparatide that makes bones stronger and
reduces the risk of fractures by stimulating bone formation.

Terrosa is used to treat osteoporosis in adults. Osteoporosis is a disease that causes the bones to become
thin and fragile. This disease is especially common in women after menopause, but it can also occur in
men. Osteoporosis is also common in patients receiving medicines called corticosteroids.

The recommended dose of teriparatide is 20 micrograms administered once daily under the skin in the
thigh or abdomen.
Physician statement

I confirm I have discussed with the patient the potential benefits and risks of using Terrosa to treat their
osteoporosis, including the risk of osteosarcoma.

I draw their attention to the maximum total duration of treatment with teriparatide which is 24 months
and explained that the 24-month course of teriparatide should not be repeated over a patient’s lifetime.

I have asked the patient if they have any questions regarding treatment or the associated benefits and
risks and have answered those questions to the best of my ability.

Name of treating doctor: Signature: Date: dd/mmm/yyyy

Patient statement

Your doctor has evaluated your current medical condition and recommends that you start therapy with
Terrosa (teriparatide). You are required to sign this form before you begin treatment with Terrosa.

Tunderstand the potential benefits and risks regarding use of Terrosa to treat my osteoporosis, including
the risk of osteosarcoma. I acknowledge the total duration of treatment with teriparatide should not
exceed 24 months and I should not receive more than one treatment course of 24 months of teriparatide
over my lifetime.

I have read and understood the Terrosa Consumer Medicine Information (CMI).

T understand that I need to keep a copy of this consent form and may need to show it on request to my
pharmacist and any future treating doctors.

Patient name: Signature: Date: dd/mmm/yyyy

A copy of the signed Patient Consent Form should be retained in the patient’s medical record as
well as provided to the patient. Data processing activities in relation to this form shall be
treated the same as routine data processing for the patient’s medical record.
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If the patient requires an interpreter:

Name of Service:

I certify that the information required in this consent form was accurately translated and
provided to the patient

Name: Signature: Date: dd/mmm/yyyy
Patient 1s not able to consent
because:

Legal guardian:
Relation to Patient:

I acknowledge that the benefits and risks associated with the treatment has been explained and
understood by me and that the treatment is in the best interests of my award.

Name: Signature: Date: dd/mmm/yyyy
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