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South West LHIN Home Infusion 
Parenteral Medication Form 
PHYSICIAN OR NP ORDERS

Fill out or add Addressograph Label 

Name:   _______________________________________ 
Gender:   ______  D.O.B.(dd/mm/yyyy): ___/____/_______ 
HCN:   _______________________________________ 
Address:  _____________________________________ 

         _____________________________________ 
Phone Number: ________________________________ 

*Contact information is critical for community IV service provision; Please Verify the Care Destination with the client.
Additional Contact Information:______________________________________________________________________

Please Complete and Fax both pages of this order form to: 
South West LHIN 519-472-4045 or 1-855-223-2847 

LINE:     
LIST ALL Known Allergies: ___________________________________________________________________________ 

ANTIBIOTIC SELECTION #1 

Dose:_______________ 
Frequency: 

Other _____ 
Duration of remaining in-home treatment: 
________  Days     OR      _______  Doses 
Last Dose in Hospital: 
Date: _______________ Time: _________ 
First Dose in Home: 
Date: _______________ Time: _________ 

  
 
*   ** 

 
 

 
 

 
 

 
** 
 

 
 

 
 

 

Not Covered by Ontario Drug Benefit: 
 
 
 

 
 

ANTIBIOTIC SELECTION #2 

Dose: _______________ 
Frequency: 

Other _____ 
Duration of remaining in-home treatment: 
________  Days     OR      _______  Doses 
Last Dose in Hospital: 
Date: _______________ Time: _________ 
First Dose in Home: 
Date: _______________ Time: _________ 

 
 
*    ** 

 
 

 
 

 
 

 
** 
 

 
 

 
 

 

Not Covered by Ontario Drug Benefit: 
 
 
 

 
 

*Community Vancomycin Therapy requires a Central Line due to the risk of Infiltration & Extravasation
(If treatment is greater than 7 days).

**If Drug Levels are required, ordering physician must complete a requisitions and direct patient to appropriate lab.
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LHIN Home Infusion Parenteral 
Medication Form 

Fill out or add Addressograph Label 

Name:   _______________________________________ 
Gender:   ______  D.O.B.(dd/mm/yyyy): ___/____/_______ 

HCN:   _______________________________________ 
Address:  _____________________________________ 

         _____________________________________ 
Phone Number: ________________________________ 

HYDRATION ORDERS 
 –      ________________________________ 

Route:   
Rate:  _________ mL   over   ________Hours 
Frequency:   ______________________ 

Duration of In-Home Treatment: 
________ Days    OR    _______ Doses 
Special Instructions: ______________________________ 
________________________________________________ 

Other Hydrations available include: 

.

STANDARD FLUSH PROTOCOL   
** This standard Flush Protocol is for ADULTS only. MD/NP must complete specific flush protocol below for any 
paediatric clients on IV therapy.  

SPECIFIC FLUSH PROTOCOL  
S ___________________________________________ 
________________________________________________________________________________________________ 
Other Comments: 

To consult a community Pharmacist with medication questions call  
Yurek Specialties Limited Phone: 519-680-2416 ext. 405 or 1-888-637-3690 

Physician (PLEASE PRINT CLEARLY): 
Name:  CPSO #: 
Address:  Cell: 
Telephone:  Pager: 
Date:  Signature: 
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