PICC or Midline Insertion Orders NURSING ORDER FORM

Patient Name: DOB: Gender:
Address: Phone:

Clinical Information
Primary Diagnosis Description/Reason for IV ACCESS: 1CD-10 Code:

Arm Restrictions/Special Considerations:
(e.g., dialysis access, mastectomy/lymph node dissection, pacemaker, etc.)

Nursing Orders

THIS IS NOT A DRUG ORDER

Allergies: or [ NKA

Type of Line Requested:

[0 Single Lumen Peripherally Inserted Central Catheter (PICC)
[0 Single Lumen Midline Catheter
[0 Extended Dwell Peripheral Intravenous Catheter (PIV)

Additional Orders:

0 RN may place a short Peripheral Intravenous Catheter (PIV) if PICC or Midline placement is unsuccessful and the
prescribed therapy can be administered peripherally and is clinically appropriate

[0 RN to administer Lidocaine 1% (10mg/mL) 0.5 mL-3 mL intradermally to insertion site for pain control per insertion
attempt (limit 2 attempts)

PICC Verification and Use:

e Once ECG tip verification confirms PICC tip location in the Cavoatrial Junction (CAJ), the PICC is ready to use. Tip
verification is only required for PICC insertion.

e If the patient is not a candidate for ECG tip verification, obtain outpatient chest x-ray (PA and lateral) for PICC tip
verification.

e  Fax chest x-ray results to and call wet read to

e Once the Radiologist confirms PICC tip location in the Cavoatrial Junction (CAlJ), the PICC is ready to use.

Nurse to assess catheter patency using up to 20mL of 0.9% sodium chloride.

Nurse to cleanse the insertion site with chlorhexidine gluconate. If chlorhexidine is contraindicated, cleanse the site with 70%
alcohol or povidone-iodine. Allow the site to dry completely and apply a transparent semi-permeable (TSM) dressing.
RN to add initials, date and time to dressing once applied.

Prescriber Information

Prescriber Name: Phone: Fax:
Address: NPI:
City, State: Zip: Office Contact:

Fax completed form, insurance information, and clinical documentation to:

CONFIDENTIAL HEALTH INFORMATION: Healthcare information is personal information related to a person’s healthcare. It is being faxed to you after appropriate authorization or under circumstances that do not require authorization.
You are obligated to maintain it in a safe, secure, and confidential manner. Re-disclosure of this information is prohibited unless permitted by law or appropriate customer/patient authorization is obtained. Unauthorized re-disclosure or
failure to maintain confidentiality could subject you to penalties described in federal and state laws. IMPORTANT WARNING: This message is intended for the use of the person or entity to whom it is addressed and may contain
information that is privileged and confidential, the disclosure of which is governed by applicable law. If the reader of this message is not the intended recipient, or the employee or agent responsible for delivering it to the intended
recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED. If you have received this message in error, please notify us immediately. Brand names are the property of
their respective owners.

Not valid for use for patients residing in Arizona, New York, and Wisconsin
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