




                                                   Pt Name: ______________________ D.O.B.: _________



               Diagnosis:    ( 
REMICADE INFUSION FLOW SHEET
	Date:
	
	
	

	Initiate IV Time:
	
	
	

	Prev. Infusion Rxn:
	
	
	

	ROS (see back*): 
	
	
	

	IV Gauge/Brand:
	
	
	

	IV Site: 
	
	
	

	Remicade Lot No.
	
	
	

	Remicade Dose:
	
	
	

	Wastage: 
	( No ( Yes    Amt:

Reason:
	( No ( Yes    Amt:

Reason:
	( No ( Yes    Amt:

Reason:

	Total Remicade: (Amount Infused + Wastage)
	
	
	

	Infusion Start Time:
	
	
	

	 
	Time
	Temp
	P
	 R
	BP
	Time
	Temp
	P
	 R
	BP
	Time
	Temp
	P
	R
	BP

	Pre-Infusion
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	30 Minute
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	60 Minute
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Post Infusion
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Medication/Dose
	
	
	

	Route/Time
	
	
	

	
	
	
	

	Medication/Dose
	
	
	

	Route/Time
	
	
	

	
	
	
	

	IV site intact after D/C?
	( No ( Yes    
	( No ( Yes    
	( No ( Yes    

	
	
	
	

	Complications Comments
	
	
	

	(use back if needed)
	
	
	

	
	
	
	

	REMS Med Guide given to Patient?
	( No ( Yes    
	( No ( Yes    
	( No ( Yes    

	
	
	
	

	Dschg Time/Condition
	
	
	

	Total Infusion Time:
	
	
	

	Total IV/Nursing Time
	
	
	

	
	
	
	

	Signature
	
	
	

	Next Infusion Date
	
	
	











Rev 2/1/10
Rev 4/13/10

