REFERRAL LETTER FOR INSERTION/REMOVAL OF PICC LINE 

Addressograph 


TELEPHONE NUMBER ………………………………….. 

Dear Mr……………………….. We would be grateful if you would insert/remove PICC line into the patient above: (delete as appropriate) 

SINGLE: DOUBLE (JUSTIFY CHOICE): 

TRIPLE (JUSTIFY CHOICE): 


NB: The risk of complications associated with PICC lines can be minimised by selecting the fewest lumens that will meet the clinical need of the patient. INDICATION FOR PICC LINE – PLEASE TICK

o CHEMOTHERAPY AND SUPPORT

o TPN (MUST BE DISCUSSED WITH DIETICAIN FIRST) 

o LONG TERM ANTIBIOTICS 

OTHER – DETAILS …………………………………………………………………….. 

DATE REFERRED …………………………………………………………………….... 

INR/FBC CHECKED ………………………………………………………………..…... 

RESULT OF STAPH AUREUS SCREEN…………….. DATE ……………………… 


RISK FACTORS e.g. TB, MRSA, HEPATITIS……………………………….………… 


COMMENTS ……………………………………………………………………………. ……………………………………………………………………………………………. 



SIGNED ………………………………………………………………………….………. 


