TopDoc
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Venesection Request Form

Patient Details

SEND REFERRAL PATIENT DETAILS Please fill in if no patient label available -

Email: referrals@topdoc.au .
Fax: (02) 4096 1371 SURNAME:
GIVEN NAMES:
MORE INFORMATION
. 1300 070 731 PHONE:
M Iron Infusions EzicdE EMAIL:
Bisphosphonates .
Biologic Infusions . — — J—
+ More Services [=] DOB: SEX: | M | ‘ F | Other
SCAN QR FOR ALL SERVICES
& REFERRAL RESOURCES <<<<<<I<<<<<<<<<<<<<< AFFIX PATIENT LABEL HERE >>>>>>>>>>>>>>>>>>>>

Patient Clinical Details

CLINICAL INDICATION / DIAGNOSIS ALLERGIES / ADVERSE DRUG REACTIONS

Phone no*

Postcode* {ﬁ Hereditary Haemochromatosis \j Nil KnOwn | DESCRIBEREACTION

ne*woo aIulduoishjuidopdoymmm

[ Polycythaemia [ | Medicine

Aboriginal and/or "~ YES NO — J—
Torres Strait Islander: I# [¥ | | Other: | | Other
Interpreter Required: [7 YES [7 NO

CAN LEAVE BLANK

MEDICAL HISTORY: CLINICAL PARAMETERS:

_______________________ IF BLOODS ATTACHED
Language: | | J— — . .
| | Nilknown | | Heart Failure Height Weight
”””””””””””” [¥ Haemophilia \J Thrombocytopenia ~ Feritin
— Hct

[*‘ Please contact this patient to [ ' Pregnant — Gestation (weeks)

— assist them in booking their o Hb
appointment {ﬁ Other:

Medical Procedure
. Venesection

() 450 mL whole blood (standard) (] once-only (] weekly (] once-only
("] 250 mL whole blood (] Fortnightly (] Monthly ([ JFor weeks
() mL whole blood (Joter [ JFor months

PLEASE NOTE

The referring physician is responsible for ordering pathology and monitoring results throughout
the course of treatment.
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THISIS A
BULK BILLED
SERVICE

Patients must have valid blood test results no older than two weeks prior to each venesection.
The referring physician must ensure the patient is provided with the appropriate pathology referral.
Venesection will cease once target treatment ranges are achieved.

This service is bulk billed. Appointment times are subject to availability and clinical capacity.

Referrer Authorisation

AS THE PRESCRIBING CLINICIAN, | CONFIRM THE FOLLOWING:

O
O

&, DOCTOR / NP NAME:

| have explained the purpose, risks, and side effects of this treatment.
The patient understands they may withdraw consent at any time.

The patient has no known contraindications and | have provided a valid
prescription (eScripts preferred), along with relevant blood results (<4
weeks old) or supporting clinical documentation.

B PROVIDER NO:

DOCTOR / NP SIGNATURE:

) PRACTICE NAME:
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Venesection Request Form

PATIENT INFORMATION
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BOOK YOUR APPOINTMENT

6“ PATIENT Craoooora (g
INFORMATION .5 ()

clinic

TopDoc

Infusi

R 1300070 731

Attend Your Scheduled
Appointment

Book Your Appointment &
Upload Your Referral

Complete Patient
Registration Form

5 min 3 min 30 - 90 min

Understanding Your IV Procedure

You have been prescribed an intravenous (IV) procedure. This involves placing a small, soft plastic tube called a cannula into a
vein, usually in your arm or hand. The cannula allows fluids or medications to be delivered, or blood to be collected, in a safe and
comfortable manner by an accredited nurse.

What to Expect
> A tourniquet is applied to help locate a suitable vein.

> A needle is used briefly to insert the cannula. Once in place, the needle
is retracted and only the soft plastic tube remains in the vein.

> Adressing is applied to secure the cannula in place.

> Your treatment will then begin. This may involve fluids or medication
being slowly infused, or a prescribed amount of blood being collected,
depending on the procedure prescribed.

Example of IV Cannulation

> Once the procedure is complete, the cannula is removed, pressure is
applied to the site to stop any bleeding, and a small bandage is placed
over the area.

Medication Collection

If your procedure requires medication, you may either collect it from your local pharmacy or opt in to our Medication Collection
Service through the Patient Registration Form. If you choose this option, we will arrange collection on your behalf and ensure
your medication is ready for your appointment. Please contact us if you require any assistance.

Getting Ready for Your Appointment
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Before You Arrive: When You Arrive: After Your Procedure:

@ Arrive 10 minutes early for check-in @ Your IV procedure may take 30-90
and preparation. minutes depending on your treatment.

@ Eat a light meal to avoid nausea or
dizziness.

@ Let staff know if you're unwell or @ You will be asked to remain for up to

if your health has changed. 30 minutes after your procedure so
we can ensure you are feeling well
before you leave.

@ Stay well hydrated unless advised
otherwise

@ You will be asked to complete a
pre-procedure assessment and ©
consent form.

@ Wear loose clothing with sleeves

that roll up easily. Mild bruising or tenderness at the

cannulation site is common and

@ Bring a jacket in case you feel cold.
@ Please bring your Medicare card,

any applicable concession cards,
and a valid form of photo ID

© Health & Safety Notice

A nurse will explain the
procedure, ensure your comfort,
insert the cannula, and monitor
you throughout your procedure.

usually settles within a few days.

Check the area daily for a week. If you
notice discolouration, pain, swelling or
discharge, contact us or your doctor.

If you have a heart or kidney condition, please check with your doctor regarding fluid restrictions prior to your procedure. Please
do not attend the clinic if you have cold or flu symptoms. Contact us to reschedule your appointment if you are feeling unwell.

Your doctor has

TopDoc

Clinic for your IV procedure. While you are free to choose any licensed medical infusion provider, please note that not all clinics may offer the specific

medications or services required for your care. We recommend discussing your options with your treating practitioner to ensure continuity, safety, and the best outcome for your treatment.

© Copyright TopDoc Infusion Clinic Pty Ltd. All rights reserved
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