
 *This order is active for 1 year from signed date unless otherwise stated. 

 
 

OUTPATIENT INFUSION  
1207 S BAILEY 

Infusion Therapy Coordinator - Diana Gilley LVN, R-CPhT 
940-495-5265 

FAX 940-298-1640 
 

PICC/MIDLINE ORDER 

 

PATIENT NAME: ________________________________________________ DATE OF BIRTH: ___________________ 
 
PHONE: _______________________________              HT: _____________       WT: ____________ 
 
DIAGNOSIS: ______________________________________________________ ICD 10 CODE: __________________ 
 
ALLERGIES: _____________________________________________________________________________________ 
  

PLEASE INCLUDE:   □ DEMOGRAPHIC SHEET & COPY OF INSURANCE CARD(S)  
                                 □ RECENT OFFICE NOTES, MEDICATION LIST, LABS, OR PERTINENT DIAGNOSTIC TESTS  
 

 

 

 

 
PHYSICIAN: ___________________________________________________________________________________  

 
PHONE: _______________________________________  FAX: _____________________________________  

 
ORDER:     PICC LINE  /  MIDLINE  PLACEMENT  
 
INDICATION FOR PICC/MIDLINE: 
   

□ Antibiotics       □ Blood Transfusion or Blood Products       □Chemotherapy       □ Blood Draws       □ Difficult Access   
 

□ Multiple Incompatible Fluids          □ Radiographic Study         □ Other (specify): ____________________________  
  
LAB ORDERS: 
 

□ CBC 
□ CMP 
□ PT/INR  
□ APTT 
 
□ I authorize outpatient infusion center to use their protocol for managing infusion reactions or adverse 
events related to infusion and IV/PICC maintenance.  
 

PROVIDER SIGNATURE: ____________________________________________ DATE: _________________________ 

 


