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3105 Sunset Blvd. 
West Columbia, SC 29169-3425 

Phone:  (803)771-7740 
Fax:  (803)771-7782 

NPI 1265462659 

Patient Name:  __________________________________________   DOB:  _______________________________________ 

Diagnosis:  _____________________________ MRN:  ____________________ 

Medication:  _________________________________________________________       Start Date:  ________________ 

Dose:  ________________________ Concentration:  _____________________ Route:  ___________ Dispense: __________ 

Frequency:  __________________________Duration:  ________________________________               Refills:  __________ 

Labs:    CBC CBC with diff CRP CPK CMP ESR VANC TROUGH GENT TROUGH AMIKACIN LEVEL    BMP 

Other Labs: _______________________________________________Lab Frequency:  ____________________________________ 

 Palmetto Infusion RN to insert peripheral IV.  Change IV site when clinically indicated. 

 Sodium Chloride 0.9% 5-10ml flush IV catheter/port before and after medication administration and/or as directed.  Flush 
unused IV line(s) daily. 

 Heparin 100units/ml      OR     Heparin 10 units/ml (usually for <18 years) 
1-5ml flush IV after Sodium Chloride 0.9% and/or as directed.  Flush unused line(s) daily.

 Palmetto Infusion Services Pharmacist to manage above medication. 

 Pump, tubing, and supplies needed to complete prescribed therapy (AIC Therapy). 

 Administer by Ambulatory Infusion Pump (E0781). 

 Dispense infusion supplies for external drug infusion pump, per cassette or bag (A4222). 

 Dispense supplies for maintenance of drug infusion catheter, per week (A4221).  

 Administer by Syringe Pump for subcutaneous infusion – (E0779). 

 Dispense supplies for external drug infusion pump, syringe type cartridge, sterile, each (K0552). 

 Palmetto Infusion RN to change vascular access device dressing weekly. 

 Discontinue IV when therapy completed. 

 Other:  ________________________________________________________________________________________________ 

______________________________ / _____________________________ Date:  _____________ 
Dispense As Written   Substitution Permitted 

Printed Physician name:  ___________________________________NPI:  __________________________________ 

Verbal order Read Back:  _________________________________________________________________RPh/CPhT 
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