
Tezspire Referral Form 

Phone: (877) 246-9104 
Fax: (800) 783-9146 

www.Biotekrx.com 

PATIENT INFORMATION

Name  DOB 

Address 

City  State  Zip 

Phone  Alt. Phone 

Email Gender   M   F

Name  NPI 
  Address 

  City 
 State  Zip  Phone 
Fax 

 Office Contact  Phone 

*REQUIRED* ✓Insurance Card Front/Back ✓Prescription Insurance Card Front/Back ✓Clinical Notes ✓Lab/Test Results

J45.51 Severe persistent asthma with acute exacerbation 

 Latex Allergy Yes No Height (lbs) 

Yes 

Yes 

J45.50 Severe persistent asthma, uncomplicated 

Other ICD-10 Code: Diagnosis Description: 

Drug Allergies 

Is pt. receiving medium to high dose corticosteroids?  

Is pt. receiving an additional controller medication? 

Did pt. have an exacerbation causing ED visit or hospitalization? Yes 

No (If Yes, please list medication): 

No (If Yes, please list medication):

No Baseline FEV1 :   Date: 

 /   /  

 /   /  

MEDICATION DOSDSE/
STRENGTH DIRECTIONS QTY Refills

Tezspire (Tezepelumab-ekko)) 210mg Vial/PFS Inject 210mg SC every 4 weeks

Other:

DOSE/
STRENGTH

DIRECTIONS

Acetaminophen 500mg Take 1-2 tablets PO prior to infusion or post-infusion as directed

Cetirizine 10mg Take 1 tablet PO prior to infusion or as directed

Diphenhydramine-IV 25mg 

Take 1 tablet PO prior to infusion or as directed  

Inject contents of 1 vial IV prior to infusion or as directed

Methylprednisolone 40mg 

125mg

Inject contents of 1 vial IV prior to infusion or as directed

Ondansetron ODT 4mg Take 1-2 tabs prior to infusion or as directed

Other

Special Instructions:

 (in) Weight 

Provider Signature X:  _______________________________________          Date: ____________________ 

PRE-MEDICATION

CLINICAL INFORMATION

PATIENT INFORMATION PHYSICIAN INFORMATION 

TRIED AND/OR FAILED MEDICATIONS LENGTH OF THERAPY

MEDICATION DOSE/STRENGTH                DIRECTIONS QTY          REFILLS

 PRE-MEDICATION        DOSE/STRENGTH      DIRECTIONS

LENGTH OF THERAPY REASON FOR DISCONTINUATION

CONFIDENTIALITY STATEMENT: This facsimile and documents accompanying this transmission contain confidential health information that is legally privileged. This information is intended only for the use of the individual or entity named 
above. The authorized recipient of this information is prohibited from disclosing this information to any other party unless required to do so by law or regulation. 

If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. 
If you have received this information in error, please notify the sender at the address and telephone number set forth herein and arrange for return or destruction of the material. In no event should such material be read by anyone other than the 

named addressee, except by express authority of the sender to the named addressee. 
Fax completed form to: (800) 783-9146 - Thank you for using BioTek reMEDys® 

Diphenhydramine-PO 50 mg 

50mg

25 mg 

http://www.Biotekrx.com/
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