
[Your Name]  

[Your Title/Position]  

[Your Facility/Organization Name]  

[Address]  

[City, State, Zip Code]  

[Phone Number]  

[Email Address]  

[Date]  

[Patient's Name]  

[Patient's Address]  

[City, State, Zip Code]  

Dear [Patient's Name],  

Subject: IV Therapy Documentation  

I am writing to document the IV therapy treatment administered on [date 

of treatment] for [patient's condition/diagnosis]. The treatment details 

are as follows: 

1. **Patient Information**  

 - Name: [Patient's Full Name]  

 - Date of Birth: [Patient's DOB]  

 - Medical Record Number: [MRN or ID]  

2. **Indication for IV Therapy**  

 - [Brief explanation of the medical necessity for IV therapy] 

3. **IV Therapy Details**  

 - Date of Service: [Date]  

 - Start Time: [Start Time]  

 - End Time: [End Time]  

 - Type of IV Solution: [Type of solution administered]  

 - Dosage: [Dosage information]  

 - Administration Route: [e.g., peripheral IV, central line]  

 - Rate of Infusion: [e.g., mL/hr]  

4. **Patient Monitoring**  

 - Vital Signs: [BP, HR, Temp, etc.]  

 - Observations: [Any significant observations during treatment]  

5. **Complications/Adverse Reactions**  

 - [List any reactions, if applicable]  

6. **Patient Education**  

 - Instructions provided to the patient regarding post-treatment care  

7. **Follow-up Plan**  

 - [Any follow-up appointments or further treatment plans]  

If you have any questions or concerns regarding the IV therapy provided, 

please feel free to reach out to my office.  

Sincerely,  

[Your Name]  

[Your Title/Position]  

[Your Facility/Organization Name] 


