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Description automatically generated]*ORDER VALID FOR ONE YEAR*
Scotland Outpatient Infusion
Phone:	910-291-7492
Fax: 	910-291-7065

	Patient:Tezepelumab-ekko (TEZSPIRE)

	DOB: 

	[bookmark: _Hlk119082310]**check appropriate box**
**All orders with ☒ will be placed unless otherwise noted**

	Required lab results and/or tests prior to scheduling:
N/A

	ICD 10/Primary Diagnosis:  
	ICD10/Secondary Diagnosis:
 

	Height:
	Weight:
	Allergies:

	Infusion Therapy 
	Frequency 
	Requested Due Date

	☐  Tezepelumab-ekko (Tezspire) subcutaneous injection 210 mg
	☐ Every 4 Weeks
	☐ Due now
☐ Due after ______________

	
Pre Medications: 
☐ acetaminophen (TYLENOL) tablet 650 mg
☐ Ibuprofen (MOTRIN) tablet 800 mg
☐ ondansetron (ZOFRAN) tablet 4 mg

PRN EMERGENCY MEDS:
☒ Per Facility protocol
☐ Provider requested Emergency Medication: _________________________________________________________________________

	Labs/Imaging

	Labs to be drawn over treatment course by facility:      ☐ NO LABS REQUIRED

	LAB
	FREQUENCY
	LAB
	FREQUENCY

	
	
	
	

	Provider Communication

	N/A

	Nursing Communication/Orders

	HOLD treatment and contact provider for:
- Temperature GREATER THAN 100 F
- Patient complains of symptoms of acute viral or bacterial illness
- Patient is taking antibiotics for current infection
Nursing Orders
Let solution reach room temperature prior to injection (~1 hour). Inject into upper arm, thigh, or abdomen, at least 2 inches from the navel. Avoid damaged skin. Rotate injection sites. 
-Do NOT discontinue systemic or inhaled corticosteroids abruptly upon initiation of therapy with Tezspire. Decrease corticosteroids gradually, if appropriate.
-Obtain vital signs, to include a BP, HR, temperature, and O2 saturation, PRE-treatment and obtain HR and BP POST-treatment PRN.
-Monitor for signs of reaction 30 mins after completion of 1st injection and subsequent injections PRN if previous signs of reaction observed.




Provider printed name:____________________________________           NPI#: _______________________________________
Provider signature: _______________________________________           Date: _______________________________________
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