




Krystexxa (Pegloticase) Infusion Orders

Patient Name: DOB:

Diagnosis (please provide ICD10 code) :    Other: 

NKDA    Allergies:

 New Start Therapy  Continuation of Therapy Date of last dose (if applicable): 

Ordering Provider: 

Provider NPI: Phone: Fax: 

Practice Address: City: State: Zip Code: 

PRE-MEDICATION 

Protocol: Benadryl 25 mg PO, Solumedrol 125mg IV, and 
Tylenol 1000mg PO prior to infusions (alternative premeds 
can be administered if ordered by referring physician)

Other: _________________________________________________________

KRYSTEXXA ORDERS

Dose: 8mg IV in 250 mL 0.9% Sodium Chloride 

Administered over 2 hours, with 1 hour observation post infusion

Frequency: Every 2 weeks

* It is recommended that Krystexxa be co-administered with weekly methotrexate 15 mg orally.
Krystexxa alone may be used in patients for whom methotrexate is contraindicated or not clinically appropriate.

LABS: 

Uric Acid Level q 2 weeks 

* UA Point of Care Testing will be completed at Noble Infusion prior to each infusion. It is recommended 
that treatment be discontinued  if levels increase to above 6 mg/dL, particularly when 2 consecutive levels 
above 6 mg/dL are observed.

REQUIRED LABS/DOCUMENTS

Clinical/Progress Notes, Labs, Tests supporting primary 
diagnosis (please attach)

Normal Glucose-6 phosphate dehydrogenase (G6PD) 
attached *Patient must have (G6PD) deficiency screening prior to
initiating therapy

Baseline Uric Acid level: _________________

Fax: (386) 957 - 9400 I Online: www.nobleinfusion.com

Male        Female

Provider Signature   Date

________________________________________________________________ _____________________________

Noble Infusion Standing Orders:

Provide treatment under Noble Infusion's Clinical Guidelines, Medication Safety Protocol, Emergency 
Guidelines, and Action Plan for Infusion Reactions. 

______________________________________________________________________

Provider Name

Anaphylaxis and Infusion Reactions may occur with any Krystexxa infusion. Pre-medicate and monitor patients. Screen patients at risk for G6PD deficiency. Do 
not administer Krystexxa to patients with G6PD deficiency. Gout flare prophylaxis is recommended for at least the firs 6 months of Krystexxa therapy.  Congestive 
heart failure exacerbation may occur. Monitor patients closely following infusion.
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