






 
INFUSION RECORD 

 
PATIENT NAME:_________________________________________        IV/SQ SITE:__________________________________   DATE OF INFUSION:_________________ 

 

DRUG/DOSE ADMINISTERED: ______________________________________________________________          PATIENT WEIGHT:     ______________ KG / POUNDS (Circle) 
 

PREMEDICATION __________________________________________________________        TIME ADMINISTERED_____________________________ 

 

PREMEDICATION __________________________________________________________        TIME ADMINISTERED_____________________________ 

    

PREMEDICATION __________________________________________________________        TIME ADMINISTERED_____________________________ 

 

TIME INFUSION STARTED:___________________         ML/HR ________   

              
 PRE-

INFUSION 
TIME: 

     

 

15 MINUTES 

 TIME: 
 

30 MINUTES 

TIME: 

45 MINUTES 

TIME: 

1 HOUR 

TIME: 

TIME: TIME: TIME: TIME: TIME: 

Infusion RATE 

 

          

TEMPERATURE  
 

         

HEART RATE  

 

         

RESPIRATION  
 

         

BLOOD 

PRESSURE 

          

IV/SQ SITE 

CHECK 

 
 

         

RENAL STATUS 

URINE OUTPUT 

          

ADVERSE RXNS 

NOTED 

          

TOTAL AMOUNT 

INFUSED (ML) 

          

 

 

TOTAL AMOUNT INFUSED:__________________  TIME INFUSION COMPLETED__________________ 

 

 

NURSE SIGNATURE:____________________________________________________________________                       DATE:_______________________________________ 
 
 

PRINTED CLINICIAN NAME:_____________________________________________________________          *NARRATIVES IN CLINICAL PROGRESS NOTES* 

 





Pnyal (-panty Niircing cervices, Inc 	 Plan nf Treatment  

Patient: 	 DOB: 

City: 	 

ICD9 Code: 

ICD9 Code: 

 

SOC Date: 

Address: State: 	 Zip: 

Provider 

Diagnosis: Primary 

Secondary 

   

Code Status: Resuscitate DNR DNI Durable Power of Attorney 

Allergies: (List allergen and describe reaction.): 

Medication: 

Flush Access Device: NSS _ mL(s) 0 before and after med administration oprn o 	mL(s) post lab draws 

Heparin_ _ units/mL 	mL(s) Dafter med administration 0 pm 0 post lab draws 

Other flush solution: _ 

Li See current medication profile attached. Physician to review and contact Royal Quality with any inconsistencies. 

oSee attached Acute Infusion Reaction Orders. 

Maintain Catheter Access Type 

oN/A 0 PICC oIntrathecal oImplanted port 

oPeripherial 0 Central tunneled 0 Implanted pump oSubcutaneous infusion 

oMidline 0 Epidural 0 Central non-tunneled oOther: _ 

oIf catheter is removed, may replace with: _ 

OMay remove Ply at end of therapy 	0 Remove PIV after each infusion 

OReplace PIV: 0 every 72-96 hours 	Li pm n complications 	0 maximum of 7 days dwell time 

Central Catheter/PICC repair by: 	0 Hospital 	0 Royal Quality Nurse 0 N/A 

OMay apply heat to treat and/or prevent access device complications 

OMay apply antibiotic ointment after CVC removal 

Li Reaccess port every _ days or every _ week(s) when not in use 

OMay administer Alteplase 2mg IV pm n occluded CVC, and repeat once if needed 
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Patient 

Dressing Change: 	n Transparent every _ _ days and pm n o Gauze every _ _ days and pm 

D Other: 

Teach patient/caregiver the following procedures: 	n Catheter dressing change 	o Medication administration 

o Access port 	 o Deaccess port 	o Remove PIV Other: 

Lab Orders: 

o Labs may be drawn from access device 

o Patient/caregiver may be taught how to draw labs from access device 

Nursing Visit Frequency: 	 n Weekly and prn 	o Other: 

o RN to administer prescribed therapy o Home o Hospital 
	

D Nursing Home 	o Other 

Diet: 
Regular 	o Diabetic 	o Renal o Other diet restrictions: 

Enteral Feedings: 

Wound Care: _ 

Other: 	_ 

Goals: 

o Patient will complete therapy as prescribed, without complications. 

Patient specific and measurable goals for this certification period include: 

Discharge Plan:0 Unknown dateD Discharge from services on: 

Certification Period: 	 to 	 o Initial Certification 	o Recertification 

Clinician Signature: 

	

	 Date: _ 

I hereby certify that the above infusion and services are medically necessary and are authorized by me. The patient is under 
my care and is in need of the services listed. An infusion pump and all supplies may be provided as required for the 
administration of the above prescribed therapies. 

Physician Name (Print) 
	

Physician's 

Physician's Phone 	 Physician's Fax 

Physician's Signature X 	 _ 	NP lit 
	

Date 

(Please complete and return within 24 hours of SOC.) 
	

REV ACH 6/2014 
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