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Test Category: Anti-Drug IgG Antibody

Mark requested testing below:

[0 504744 Laronidase (Aldurazyme) IgG Antibody
O 504752 Imiglucerase (Cerezyme) IgG Antibody
[ 504770 Agalsidase beta (Fabrazyme) IgG Antibody
[J 504749 Alglucosidase alfa (Myozyme) IgG Antibody

Sample Requirements:

Sample Submission Shipping
Test Type Collection Tube | Type /Volume Tube Sample Storage Sample Stability Temperature
Preferred: <-20°C (F
Anti-drug IgG | Serum Separator 1 mL Serum | Transfer Tube :f erret ble: 2°C(t r(;f(e:n) Frozen: 24 months Frozen
Antibody Tube or Red Top ceeplable. N Refrigerated: 14 days
(Refrigerated)

Samples for Drug-specific antibody tests should be collected at least 3 days after infusion or prior to subsequent infusion.

For questions, please contact the LabCorp Project Manager at RareDiseaseProgram@Ilabcorp.com

Adverse events suspected to be associated with laronidase (Aldurazyme), imiglucerase (Cerezyme), agalsidase beta (Fabrazyme) and alglucosidase alfa

(Myozyme) should be reported directly to Sanofi Genzyme Pharmacovigilance.

Cerezyme, Fabrazyme and Myozyme are registered trademarks of Genzyme Corporation. Sanofi Genzyme is a registered trademark of Sanofi.

Aldurazyme is a registered trademark of BioMarin/Genzyme LLC.
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