ADVANCED

INFUSION CENTER

Therapeutic Phlebotomy Order Form

Patient Name: DOB:
Allergies: Weight: Ibs/kg
Diagnosis: ICD 10:

Does the patient have a medical condition that may increase the risk of adverse
reaction and require medical supervision during phlebotomy? __ No _ Yes,

please explain:

Type of Phlebotomy:

__500 ml _250ml __ other, please explain

Order frequency:
__once _ Weekley ___ Every ____ week _ Monthly Other, specify
Pre/Post Hydration: circle either Pre or Post and check box for the volume

___500ml ___250ml

Lab must be drawn and resulted 24 hours before phlebotomy at Quest Lab.
Do not perform phlebotomy if (all cut-off values MUST be included):

HGB is less than: HCT is less than: Ferritin is less than:

Physician signature: Date:

Physician name (printed):

4362 Auburn Blvd., Sacramento, CA 95841
1215 Plumas St. Ste 1300B Yuba City, CA 95991
Ph: 916-678-5840 Fax: 916-678-5839



