
NHS England - Initial Funding Application - (Course 1 or 2) Cladribine for the treatment of highly active relapsing- 
remitting multiple sclerosis in adults (TA616) 

Patient NHS No: Trust: 

Patient Hospital No: Practice Code: 

Patient's Initials and 
DoB: GP Postcode: 

Choose Consultant:  

Consultant Name: Other Contact 
Details: 

 
Notification Email Address: (@NHS.net account ONLY) 

 
Treatment Start Date: 

 
Please indicate whether patient meets the following criteria: Please tick 
 
1. I confirm the patient has one of the following diagnoses of highly active relapsing-remitting multiple 
sclerosis as defined in NICE TA616: 

Rapidly evolving severe relapsing-remitting multiple sclerosis that is at least 2 relapses in the previous 
year and at least 1 T1 gadolinium-enhanced lesion at baseline MRI or a significant increase in T2 lesion 
load compared with a previous MRI* 

Relapsing-remitting multiple sclerosis that has responded inadequately to treatment with disease- Yes No 
modifying therapy defined as 1 relapse in the previous year and MRI evidence of disease activity 

A comparator MRI is unavailable or assessment of gadolinium-enhancement is unreliable as the patient 
was treated with steroids at around the time of scan. 

 
 
* at least three months apart with the first MRI undertaken no more than 3 years ago 
 
2. I confirm that the patient has received prior treatment with ONE or MORE of the following therapies. 
Please tick all that apply. 

Alemtuzumab 

Beta interferon 

Dimethyl fumarate 

Fingolimod 

Glatiramer acetate Yes No 

Natalizumab 

Ocrelizumab 

Teriflunomide 

No prior treatment 
 
 
3. Please enter the patient's EDSS. Please select score 
Please Select  

4. Please enter the following: 
Date of onset of symptoms. mm/yyyy : 

Date of diagnosis.mm/yyyy : 

Date of first treatment post diagnosis. mm/yyyy : 
 
5. I confirm that stopping criteria have been explained and agreed with the patient before the treatment is 
started. Yes No 

6. I confirm the use of the drug has been discussed at a multi disciplinary team (MDT) meeting. Yes No 
 
7. I confirm the patient will receive the licensed dose and frequency of cladribine. Yes No 

NHS England - Initial Funding Application - (Course 1 or 2) Cladribine for the treatment of highly active relapsing- 
remitting multiple sclerosis in adults (TA616) during the COVID pandemic 

Patient NHS No: Trust: 

Patient Hospital No: Practice Code: 

Patient's Initials and 
DoB: GP Postcode: 

Choose Consultant:  

Consultant Name: 
 

 
Other Contact 
Details: 

 

 

Notification Email Address: (@NHS.net account ONLY) 

Treatment Start Date: 

Please indicate whether patient meets the following criteria: Please tick 

1. I confirm the patient has one of the following diagnoses of highly active relapsing-remitting multiple 
sclerosis as defined in NICE TA616 and adjusted for the COVID pandemic.: 

Rapidly evolving severe relapsing-remitting multiple sclerosis that is at least 2 relapses in the previous 
year and at least 1 T1 gadolinium-enhanced lesion at baseline MRI or a significant increase in T2 lesion 
load compared with a previous MRI* 

Relapsing-remitting multiple sclerosis that has responded inadequately to treatment with disease- 
modifying therapy defined as 1 relapse in the previous year and MRI evidence of disease activity 

A comparator MRI is unavailable as a direct consequence of COVID-19 (eg capacity issues and/or the 
patient is unable to attend due to shielding) or assessment of gadolinium-enhancement is unreliable as the 
patient was treated with steroids at around the time of scan. 

 
 
* at least three months apart with the first MRI undertaken no more than 3 years ago 

 
 
 
 
 
 

Yes No 

2. I confirm that the patient has received prior treatment with ONE or MORE of the following therapies. 
Please tick all that apply. 

Alemtuzumab 

Beta interferon 

Dimethyl fumarate 

Fingolimod 

Glatiramer acetate 

Natalizumab 

Ocrelizumab 

Teriflunomide 

No prior treatment 

 
 
 
 
 
 
 

Yes No 

3. Please enter the patient's EDSS. Please select score 
Please Select  

 

4. Please enter the following: 
Date of onset of symptoms. mm/yyyy : 

Date of diagnosis.mm/yyyy : 

Date of first treatment post diagnosis. mm/yyyy : 

5. I confirm that stopping criteria have been explained and agreed with the patient before the treatment is 
started. 

 
Yes No 

6. I confirm the use of the drug has been discussed at a multi disciplinary team (MDT) meeting. Yes No 

7. I confirm the patient will receive the licensed dose and frequency of cladribine. Yes No 
 



8. I confirm that ONE of the following applies to this patient: 
Treatment Course 1 (Year 1) 

Treatment Course 2 (Year 2) 
 
(Each “treatment course” consists of 2 treatment weeks, weeks 1 and 5 at the beginning of each respective 
treatment year) 

 
 
 

Yes No 

9. I confirm that the patient falls into ONE of the following weight ranges: 
 
OPTION 1 - Patient weight range: 40 < 50kg 
OPTION 2 - Patient weight range: 50 < 60kg 
OPTION 3 - Patient weight range: 60 < 70kg 
OPTION 4 - Patient weight range: 70 < 80kg 
OPTION 5 - Patient weight range: 80 < 90kg 
OPTION 6 - Patient weight range: 90 < 100kg 
OPTION 7 - Patient weight range: 100 < 110kg 
OPTION 8 - Patient weight range: > 110kg 
Please choose correct option 
Please Select  

 
 
 
 
 
 

Yes No 

 


