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Tepezza (Teprotumumab-trbw) Order Form  
 

Patient Name: _________________________ DOB: __________ Date: _________  

 Patient weight ________  

 Patient demographics, (address, phone)   

 Copy front and back of all insurance cards  

 Diagnosis _________ ICD-10 Code: _____________________  

 
Tapezza will require a diagnosis of Thyroid eye disease or Grave’s ophthalmopathy (or other 
thyroid related ophthalmopathy) for approval. Please pick correct diagnosis code to avoid delays.  
 
 Clinical Activity Score _______ 

 Thyroid lab tests – DATE_________ 

TSH _____ T3 ______ T4_______ 

 
Prescription orders: Please provide dose and frequency interval below 
Initial Doses  
First dose: 
 Tepezza (teprotumumab-trbw) 10 mg/kg=____________mg intravenous infusion ONCE, over 90 

minutes 
 
Second dose: (3 weeks after the first dose)  
 Tepezza (teprotumumab-trbw) 20 mg/kg_=__________mg intravenous infusion ONCE, over 90 

minutes 
 
Maintenance Doses (Third and Subsequent doses) 
Tepezza (teprotumumab-trbw) 20 mg/kg=___________mg intravenous infusion ONCE, over 90 
minutes.  
If no previous reactions, may reduce infusion time to 60 minutes. If previous reactions, infuse over 
90 minutes. 
 Every 3 weeks for 6 doses.  
 
PRE-MEDICATIONS: (Administer 30 minutes prior to infusion)  
Note to provider:  Please select which medications below you would like the patient to receive 
prior to treatment. 
 Acetaminophen (TYLENOL) tablet, 500 mg, oral, ONCE, every visit  
 Loratadine (CLARITIN) tablet, 10 mg, oral, ONCE every visit  
 Methylprednisolone sodium succinate (SOLU-MEDROL) 30 mg intravenous, ONCE, every visit 



Northwest Rheumatology Associates, P.C. 
____________________________________________________________________________________________________________ 
 

 

 
REQUIRED* Referring provider to confirm the following guidelines/Acknowledgments: 
 Screen for pregnancy if childbearing age. Tepezza may cause fetal harm when administered to 

a pregnant woman. Please counsel patients on appropriate forms of contraception.  
 Tepezza may cause hearing loss. Referring provider to assess hearing prior to initiation and 

monitor during, and after treatments.  
 Referring provider to monitor the patient for hyperglycemia and treat/refer appropriately  
 

*REQUIRED* Please select what best describes your patient.  

Mobility status 
 Independent 
 Walker 
 Wheelchair 
 Fully dependent 
 No 

Bariatric needs 
 Yes, briefly describe 
 No 

Behavioral/ Cognitive or Memory concerns 
 Yes, briefly describe 
 No 

 

Ordering physician signature: ___________________________________________  

Ordering physician printed name: _______________________________________ 

Ordering physician phone number: ______________________________________  

Ordering physician fax number: _________________________________________  

 
Please note all boxes must be checked off for us to schedule your patient for treatment.  
Please fax this information to (503) 297-0863 Attn: Patient Resource Team 
Please call with any questions at (503) 297-3384 
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