
Headquarters Location: 
1075 Stephenson Ave, Suite D-2, Oceanport, NJ 07757 

Telephone: (833) 223-2266    Fax: (732) 329-2322 
  

KRYSTEXXA MEDICATION ORDER 
  

Patient’s Name (Last, First, Middle)  ______________________________________________________  DOB:  _________________ 

 

 Diagnosis    Please provide diagnosis and code to the highest possible level of specificity.

 M1A._____   Chronic gout: _____________________________  

 

 Details Needed for Authorization     Please send documentation, chart notes and results which support these answers. 

 Is the patient refractory to conventional therapy? _____ 

 Has the patient failed to normalize serum uric acid? _____ 

 Are the patient’s symptoms inadequately controlled with xanthine oxidase inhibitors (allopurinol, febuxostat, etc.)? _____ 

 Is the patient’s combination therapy of uricosuric agent (probenecid) and xanthine oxidase inhibitor at the maximum medically appropriate dose, or, 

alternatively, is probenecid contraindicated in this patient? _____ 

 Has the patient had at least 3 gout flares in the past 18 months which were inadequately controlled by colchicine and/or NSAIDS or steroids? _____ 

 Does the patient have at least 1 gout tophus or chronic gouty arthritis? _____ 

 Is the patient’s baseline serum uric acid level >8 mg/dL? _____  

 Will the patient concurrently receive other urate lowering therapies such as allopurinol, febuxostat, probenecid, lesinurad, etc? _____ 

 Is the prescriber a specialist in the area of the patient’s diagnosis (rheumatologist, nephrologist, etc)? _____     If yes, which specialty? ___________ 

 Has the patient been tested for, and found to be negative for, G6PD deficiency? _____      If yes, please send the laboratory results. 

 If the patient is currently prescribed any immunomodulator therapy such as methotrexate, mycophenolate, leflunomide, azathioprine, or cyclosporine, 

which medication and what is the dosage? ________________________ 

Important note: Your office is responsible for ordering serum uric acid level testing of the patient 48-72 hours before each Krystexxa infusion. It is 

imperative that these results are faxed to us immediately so that there is no delay in the delivery of the medication. Administration when sUA rises to 

>6mg/dL will require a peer-to-peer conversation with our Chief Medical Officer.  

 

 Premedication Order    

Oral medications to be taken by the patient at least 60 minutes prior to start of infusion treatment. May be taken at home: 

 Acetaminophen _____mg  Diphenhydramine _____mg  Cetirizine 10mg 
 

IV medications to be administered prior to start of the infusion treatment: 

 Diphenhydramine _____mg  Solu-Medrol _____mg  Solu-Cortef _____mg 

 

 Medication Order                                          Patient’s height in feet/inches: ________    Patient’s weight in pounds: _________ 

 Krystexxa (pegloticase) 8mg IV in 250ml normal saline every 2 weeks for _____ months. 
Before therapy confirm patient is not G6PD deficient, has discontinued taking urate-lowering therapies (ie. allopurinol, febuxostat), that no more than 2 treatments have taken place 

since we last received serum uric acid levels, and that those levels are below 6mg/dL (initial pre-treatment levels may be higher, but not once therapy has commenced). Medication to 

be handled per manufacturer directions. Allow to come to room temperature without warming, dilute dose in 250ml of 0.9% sodium chloride IV bag and mix with gentle inversion, do 

not shake. Infusion administered at a rate of 125 ml/h or slower. Post infusion flush with normal saline. Check vitals and monitor for signs and symptoms of an infusion reaction at start, 

throughout infusion, and after completion. Patient to be monitored for at least one hour after the completion of the infusion. 

 

 Rescue Management in case of Reaction  

These include fever, chills, rigors, headache, rash, itching, swelling, edema, nausea, vomiting, abdominal pain, hypotension, and respiratory distress. 

 Stop medication infusion and start normal saline infusion at 50 ml/hr. Call ordering provider to report reaction. 

 Follow standing reaction orders, including diphenhydramine, methylprednisolone, albuterol and oxygen as needed. 

 For severe reactions, administer Epi-pen or equivalent and call 911. Repeat if severe symptoms persist. 

 

 Ordering Provider Authorization 

  

Provider’s Signature:  ______________________________________  Name:  ___________________________  Date:  _________________________  

 

Address:  _______________________________________________________________________________________________________________________  

 

Phone:  ______________________  Fax:  ________________________  NPI #:  _______________________  License:  ______________________  

 

Best Contact Person in Office:  ____________________________________  Direct Phone Line to Contact Person:   

 

STANDARD DOCUMENTATION TO INCLUDE: 

 Patient demographics and insurance, including card scans (both medical and pharmacy benefit cards, both sides). 

 Most recent chart notes and, if available, last history and physical. All relevant scans, tests and laboratory results. 

 If new medication for patient, chart notes which include decision to begin treatment. If not, provide last treatment date. 

Fax this order and supporting documentation to (732) 329-2322. 


