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Cily

Soclal Sscunry # Dal6 ol Brrth

KRYSTEXXA. p egloticase

o 8 mg inlravenous infusion every two weeks

For months

PHONE 559.734.2896
FAX s59.734.64s1
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ICS COORDINANON FOR THERAPY

o ICS to coordinate skilled nursing

CO-ADMINISTRATION MEDICATION

c Methotrexate
o Other

PLEASE FAX THE FOLLOWING
ALONG WITH THIS ORDER
face sheeUDemographics
+t&P
-Labs
,Copy of lnsurance Card

lf you do not receive a confirmation
please call 559.734.2896

or re-fax the referral to 559.734.6451

Thank you for the opportunity to assist in the care of your patient
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