Therapeutic Phlebotomy – Physician Order Form
Facility / Lab Name: Clear Code Testing 3110 Polaris Ave Ste 28 Las Vegas, NV 89102
Fax: 702-993-4866
Phone: 725-238-4244
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Patient Information
Patient Name: ________________________________
DOB: ____ / ____ / ______
Phone: ________________________________
MRN (if applicable): ____________________
Ordering Provider Information
Provider Name: ________________________________
Practice Name: ________________________________
NPI #: ____________________
Phone: ____________________
Fax: ______________________

Clinical Diagnosis / Indication
☐ Hemochromatosis
☐ Polycythemia Vera
☐ Secondary Polycythemia
☐ Porphyria Cutanea Tarda
☐ Other: ________________________________
Therapeutic Phlebotomy Order
Volume to Remove: ☐250 mL ☐350 mL ☐450 mL ☐500 mL ☐Other: _____ mL

Frequency: ☐One-time ☐Weekly ☐Every ___ weeks ☐Monthly ☐Other: ___________

Duration of Order: ☐Single treatment ☐Until target labs achieved ☐Through ____ / ____ / ______
Hold Parameters / Special Instructions
Hold if Hemoglobin < ______ g/dL
Hold if Hematocrit < ______ %
Hold if Ferritin < ______ ng/mL
Other Instructions:
__________________________________________________________
Provider Attestation
I certify this therapeutic phlebotomy is medically necessary.

Provider Signature: ________________________________
Printed Name: ________________________________
Date: ____ / ____ / ______
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